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Introduction to the Portfolio
Introduction to the Portfolio
This volume of the portfolio contains a separate section for each of the three main 
components (Academic, Clinical and Research) of the three year clinical psychology 
doctoral course. The academic section is presented first, and comprises five selected 
essays. The clinical section follows, and includes a brief summary of the clinical 
experience gained on each of the five placements, and a summary of the five formal 
case reports. Finally, the research section includes a literature review completed in 
year one, a small scale project from year two that also fulfils the requirement for 
research carried out on placement, and a large scale project completed in year three.
A separate confidential clinical volume has been submitted containing the five formal 
case reports in full, and all placement documentation including placement contracts, 
clinical activity log books and supervisor evaluation forms.
The work presented in each section reflects the variety of clients, presenting problems 
and approaches covered during the course. In each section the work is presented in 
the order in which it was completed, to demonstrate how my thinking and interests 
have developed during the course.
Academic
Section
Summary of the Academic Section
Summary of the Academic Section
This section comprises five selected essays completed during the course. The essays 
have been chosen to reflect the breadth and depth of work covered over the three 
years. The essays are presented in the order in which they were completed.
Essay One; Long Term Disabilities
Describe the issues in working with someone with long term 
mental health problems and discuss which psychological 
approaches may be useful in helping them.
Year One
March 1997
Essay One: Long Term Disabilities
Introduction
Research has demonstrated that there are many pertinent issues involved in working 
with people with long term mental health problems, each of which is complex and multi­
dimensional by its very nature. As a result of this, there are many facets to the role of 
the clinical psychologist when utilising psychological approaches in working with this 
client group (Conning, 1991; Perkins and Dilks, 1992). The growth in such 
psychological approaches has occurred at a time of movement away from the ‘medical 
model’ as a conceptual framework of mental health problems, to one which is 
community oriented and one which brings with it a much needed change in the ways of 
working.
Many of the issues associated with working with people with long term mental health 
problems have been borne out of the recent organisational changes that have occurred 
within the NHS, such as the policy of community care, and the development of a free 
internal market. Whilst the issues involved have been largely explored through 
research carried out into schizophrenia (David, 1990; Wiedemann, Hahlweg, Hank, 
Feinstein, Muller and Dose, 1994; Birchwood and Tarrier, 1994), many can be seen to 
hold relevance to work with all long term mental health problems, and to apply to 
working in a variety of settings, from informal contact in residential settings, to more 
formal therapeutic settings.
The scope of this essay does not allow for a detailed review of all the issues involved in 
this work, and their relevant psychological approaches. Thus, emphasis will be placed 
on the utilisation of psychological approaches in direct therapeutic work with people 
with long term mental health problems. It could be argued that it is inappropriate to 
view such issues in isolation from each other, as the issues raised appear to be 
inextricably linked. However, this division in the evaluation of the issues is made in 
order to look at specific issues and their appropriate psychological approaches in 
greater detail. After an exploration of the issues involved in working with people with 
long term mental health problems, the psychological approaches that may be useful in 
this work will be considered.
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Issues in working with people with long term mental health 
problems
In their paper, Perkins and Dilks (1992) consider some of the issues involved in 
developing therapeutic relationships with people with long term mental health 
problems. They identify the ways in which people who either temporarily or more 
permanently have major cognitive, affective, emotional and behavioural disturbances, 
and as such experience life in a way that is profoundly different from that of most 
people. They suggests that as the work involves working with people whose world is 
profoundly different from that which most of us share, these experiences pose a major 
challenge to those involved in the provision of care, as establishing meaningful 
relationships involves dispensing with the assumptions of a shared reality and the 
exploration of the differing realities of each individual. This is supported by Fowler, 
Garety and Kuipers (1995) who believe that when working with people experiencing 
such phenomena, more account must be taken of the individual’s subjective 
experiences, and the ways in which they try to make sense of these experiences and 
then act to cope with them.
Perkins and Dilks (1992) make some useful distinctions in identifying the important 
issues as including: altered perceptions, cognitive confusion, attentional deficits, 
motivation, impaired identity, conceptualisation of problems, fluctuating mental state, 
and unusual and inappropriate behaviour. Each of these can inevitably have great 
impact on issues mentioned by authors such as Ekdawi and Conning (1994) and 
Lavender and Holloway (1994), such as work and unemployment, accommodation, 
family burden, leisure and socialisation with others.
Many people with long term mental health problems experience altered perceptions 
which include delusional beliefs, hallucinations, ideas of reference and so on. The 
degree of which varies for each individual, and may vary across time. Profound 
cognitive confusion experienced by people with long term mental health problems at 
different times is often the source of much distress, and can also be disturbing for 
carers and clinicians resulting in their feeling that they are unable to cope. A number of 
‘cognitive overload’ models have been utilised in order to gain an understanding of 
such cognitive confusion (Frith, 1979; Hemsley, 1987). These models suggest that the 
person is either unable to filter out irrelevant incoming information from the senses, or 
that they are unable to limit the contents of consciousness, resulting in their internal 
world being disorganised, confused, and therefore frightening.
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The planning, monitoring and execution of all tasks, even those that are apparently 
simple, impose cognitive demands that become difficult, if not impossible, in the face of 
severe cognitive confusion. The difficulties brought about by altered perceptions and 
cognitive confusion are exacerbated by attentional deficits, such as poor attention and 
concentration. People with long term mental health problems are often distracted by 
both internal and external events. The resultant concentration difficulties can make the 
person seem unreliable, lazy and unmotivated. Subsequent anger and chastisement 
from others, such as staff or family members, aggravates difficulties by increasing 
stress and anxiety, and decreasing the persons desire to take part in things.
It is argued that people with long term mental health problems often have a grossly 
impaired sense of identity (Perkins and Dilks, 1992). People who have been able to 
sustain some degree of a social role, such as employee, parent or partner, are able to 
maintain an idea of self around this identity. However, people who developed mental 
health problems before their adult roles were established, or whose ongoing problems 
preclude most other roles, other than that of ‘mental patient', the problems of defining 
identity are even more severe, as the majority of people tend to define themselves in 
terms of their roles. As a result of this, Perkins and Dilks (1992) suggest that one of the 
major challenges for people working with long term mental health problems is to enable 
a person to establish genuinely valued roles and a sense of identity.
Ekdawi and Conning (1994) highlight the role that work plays in enabling people to 
develop a sense of identity, and in providing people with a social role. Shepherd (1984) 
believes that due to people with long term mental health problems being particularly 
vulnerable to the lack of daily structure provided by work activities, they should have 
the opportunity to function in structured social roles, such as those provided by work. 
Work has been found to enable people with long term mental health problems adapt to 
social demands. However, a lack of work has been found to have significant adverse 
effects on mental health and social functioning (Rapoport, 1960 cited Shepherd, 1984; 
Ekdawi and Conning, 1994). Studies have demonstrated that deterioration in patients 
with long term mental health problems was significantly associated with a lack of 
occupation, and that work had positive effects on their social integration, behaviour and 
symptoms (Ekdawi and Conning, 1994). Thus work rehabilitation must be seen as 
relevant to these issues, as well as future employment.
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Psychological approaches
Over recent years, there has been a shift away from the ‘medical model’, where 
pharmacological interventions were the mainstay of treatment interventions for people 
with long term mental health problems. At the same time, with the use of psychological 
approaches within long term care, there has been an increasing recognition that 
emphasis has shifted from ‘cure’ and problem removal, to helping individuals ‘cope’ 
with their symptoms day to day (Conning, 1991). This view is supported by authors 
such as Perkins and Dilks (1992) who see working with socially disabled people as 
‘facilitating access to the social world’ (p 14).
Conning (1991) argues that there are four different levels at which psychological 
approaches can be utilised when working with people with long term mental health 
problems. These include work with: individuals; through staff or other disciplines; the 
organisation, and; the ideology or the philosophy of care. In an attempt to clarify the 
role of the psychologist within long-term care, she identifies the skills of clinical 
psychologists as falling into four main areas, which demonstrate the varied roles that 
clinical psychologists can adopt when using psychological approaches to work with 
individuals in this field: assessment (of the individual, the environment, and of the 
service); therapy (using psychological methods and approaches to treat disorders); 
research, and; teaching.
A number of psychological approaches to some of the symptoms outlined previously 
have been researched over recent years. This research grew out of developments 
grounded in the use of vulnerability-stress models as a basis for psychological 
intervention for psychotic illnesses (Fowler ef a/., 1995). Such models highlighted a 
number of important possibilities for psychological intervention. Firstly, they imply the 
possibility of moderating the influence of adverse environmental factors, such as life 
stresses, and emotional criticism from others. A focus on these factors has provided 
the stimulus for the development of family interventions, which have proved to be 
highly effective in moderating the risk of relapse (Lam, 1991). Vulnerability-stress 
models also imply the possibility of promoting active coping on the part of the individual 
to moderate the influence of vulnerability factors (Wing, 1975; Liberman et a/., 1994). 
Psychological interventions have been developed around this which aim to promote 
understanding by psycho-education, providing clear rationales for the use of 
medication and foster strategies likely to reduce relapse (such as monitoring early
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warning signs), and manage stressful environmental antecedents and social 
disabilities.
A number of models based on a psycho-educational approach have been developed in 
the provision of work rehabilitation systems. Psychological approaches within this 
sphere are more often utilised in the form of support provision for the employee, the 
employer, and the families of the employee (Ekdawi and Conning, 1994). Support 
tends to be associated with coming to terms with the facts of long term mental health 
problems and education about its effects on work, including loss of jobs, lowered 
earnings, absenteeism and fluctuating performance. Most of these information 
providing, advice giving and skills based strategies within the vulnerability-stress 
models have been carried out within a behavioural orientation (Fowler et al., 1995). 
Whilst some studies point to the efficacy of such approaches (e.g., Hogarty et ai, 
1986), their benefits appear limited as they are highly specific and are rarely 
maintained beyond the time of active intervention, and emotional disturbances such as 
anxiety and depression are too often ignored (Fowler et a!., 1995).
Research into the use of psychodynamic psychotherapy for people with long term 
mental health problems have been disappointing (Mueser and Berenbaum, 1990). 
However, there has been a growth in recent years in the cognitive behavioural 
treatment of such problems (Belcher, 1988: Chadwick and Lowe, 1994; Chadwick and 
Birchwood, 1994; Kingdon, Turkington and John, 1994). Such approaches have begun 
to demonstrate a paradigm shift from the studying of syndromes to the study of 
symptoms (Chadwick, Birchwood and Trower, 1996), and have tended to focus on the 
discussion of alternative interpretations, and the use of behavioural disconfirmation 
(Birchwood and Tarrier, 1994, Fowler et a/., 1995; Chadwick et a/., 1996).
Tarrier (1994) developed a highly structured approach to enhancing coping strategies. 
Coping strategy enhancement (CSE) involves undertaking a detailed assessment of 
the presence of symptoms, then working with the client to develop a highly 
individualised coping strategy for each symptom reported as distressing, taking each 
symptom in turn. Studies demonstrated that extending treatments over a longer period 
of time would be beneficial, and that other aspects of patients problems, such as 
anxiety and depression, may be equally suitable targets for cognitive behavioural 
intervention (Fowler et a/., 1995).
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The efficacy of such cognitive behavioural approaches has been well documented 
(Birchwood and Tarrier, 1994; Chadwick and Birchwood, 1994; Kingdon et al., 1994; 
Fowler et al., 1995; Chadwick et al., 1996). However, a number of limitations of such 
approaches have also been highlighted, such as a lack of generalisability (Fowler etal.,
1995). As a result of these interventions, there is a need to locate the intervention 
within both an individual’s overall rehabilitation/continuing care plan, and within a wider 
service. Such cognitive behavioural interventions have mainly been carried out in 
research or pilot service settings, and it is important that there is a dissemination and 
permeation of psychological interventions into the larger area of community mental 
health services (Birchwood and Tarrier, 1994).
A further area where psychological approaches have been utilised in working with 
people with long term mental health problems has been within the sphere of relapse 
prevention. A number of well controlled studies have demonstrated that family 
interventions can significantly reduce relapse rates over the first year after discharge 
(Falloon et al., 1982; Hogarty et al., 1986; Tarrier et al., 1988). These studies also 
included a two year follow-up, which demonstrated that although relapses increase in 
the second year, a significant benefit is still maintained.
The rationale for family intervention approaches is that if factors in the patient’s 
environment could be identified as contributing to relapse, then in theory, these factors 
could be modified, and relapse prevented (Barrowclough and Tarrier, 1994). The 
majority of these studies have tended to focus on the presence of high expressed 
emotion (EE) within families. The Birmingham Family Intervention Project utilised a 
different approach from a burden or needs perspective, rather than one involving high 
levels of EE. The results demonstrated a significant reduction in family needs (stress, 
burden and coping) independent of EE, and a major improvement in perceived coping 
efficacy in those receiving the intervention (Tarrier and Birchwood, 1994). Such 
optimistic research findings have also yet to be extended into wider clinical practice.
In addition to the role of family interventions in relapse prevention, the importance of 
early intervention approaches in working with people with long term mental health 
problems has been well documented, with an emphasis on the co-operation of 
psychological and medical approaches (Tarrier and Birchwood, 1994). However, the 
majority of interventions have tended to focus on pharmacological manipulations. It is 
known that relapse brings with it an increased probability of future relapse, residual 
symptoms and accompanying social disability (Birchwood, Macmillan and Smith,
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1994). Studies of first episode patients suggest that early intervention before or during 
the first episode may have a disproportionate impact on future vulnerability to relapse 
compared to future episodes. Routinely monitoring early signs to identify individual 
relapse patterns opens the possibility for individuals to recognise and act on symptoms 
of reduced well-being and to initiate early intervention studies to prevent relapse. 
However, in order for the results of the research studies to be systematically applied 
and incorporated into routine clinical practise, a viable system of monitoring would 
need to be established in order to access information routinely and accurately 
(Birchwood ef a/., 1994).
Conclusions
There are a vast number of complex and inter-related issues involved in working with 
people with long term mental health problems, and a wide number of differing 
psychological approaches have been found to be useful in their different applications. 
For example, behavioural and psycho-educational interventions (Shepherd, 1990; 
Wiedemann et al., 1994) have been seen to provide a significant contribution to people 
with long term mental health problems being able to live outside hospital (Clifford and 
Damon, 1988). Many of the issues, and their relevant psychological approaches, have 
been described as having particular importance within the rehabilitation and/or 
continuing care areas (e.g., Ekdawi and Conning, 1994; Lavender and Holloway, 
1994). However, the recent developments within cognitive behavioural approaches 
seem the most promising at present. They highlight the need for psychologists to work 
in collaboration, not only with the clients and their families, but also with other 
professionals within the context of multi-disciplinary teams.
Clearly the psychological nature of the different approaches utilised in working with 
people with long term mental health problems does not render them wholly exclusive to 
the role of the psychologist. However, few mental health professionals are routinely 
trained in psychological methods. It is argued by Conning (1991) that the contribution 
of psychological approaches is most effective in the context of input from the multi­
disciplinary team. This view is supported by authors such as Watts and Bennett (1983), 
who suggest that multi-disciplinary teams cannot function effectively if their members 
restrict themselves to their core functions, as they argue that much of the work would 
not be carried out.
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Psychologists, along with other service providers, users and carers, must continue to 
increase their involvement in all aspects of organisational change to ensure users 
needs are met. Lavender and Holloway (1994) suggest that distancing service 
providers from planning may result in the de-professionalisation of community care, 
and an increased spilt between hospital and community care. However, the will to 
reorganise services is not sufficient alone to ensure the success of community care, 
there needs to be a greater move towards innovating and developing therapeutic 
interventions based on sound psychological principles. This issue seems to be 
becoming more pertinent with a growth in the number of cost-benefit analyses and/or 
cost effectiveness exercises in the area of long term mental health service provision, 
particularly rehabilitation. Results from such studies have demonstrated positive 
associations between costs, needs and outcomes, and that higher community care 
costs are linked with better outcomes (Beecham, Knapp and Fenyo, 1991). The 
continual pruning of mental health budgets may well result in mental health services 
caring for and containing a small population of chronic psychotic patients (Andrews and 
Teeson, 1994). However, it does not have to be this way. As we have seen, 
psychological treatment approaches are available for working with different client 
groups, such as young people with early onset psychosis, but they need to be more 
widely integrated into clinical practice.
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Discuss the efficacy of cognitive-behavioural interventions for post
traumatic stress disorder.
Year One 
May 1997
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Introduction
The efficacy of cognitive-behavioural therapy (CBT) in the treatment of depression, and 
to a lesser extent of general anxiety and panic disorders, is well supported by several 
outcome studies (James and Blackburn, 1995). There is however, a risk of over­
generalising from the successful application of therapeutic models in some disorders to 
other disparate areas where there is, as yet, little evidence of proven efficacy. More 
recently there has been an increased interest in the application of such treatments to 
post traumatic stress disorder (PTSD), and it is timely to assess whether the empirical 
evidence to date supports the application of CBT methods to PTSD.
What has become increasingly clear since PTSD was first included in the DSM criteria 
(American Psychiatric Association (APA), 1980), is that extreme events that can cause 
PTSD are quite common and may in fact happen to the majority of people (Norris, 
1992). The prevalence of PTSD has been investigated in large scale community 
samples, and in specific populations that have been exposed to potentially traumatising 
events (Litz and Roemer, 1996, cited in Van der Kolk, McFarlane and Weisaeth, 1996). 
A recent study found a lifetime PTSD prevalence of 9.2%, suggesting the possibility 
that PTSD may be more common than disorders such as depression (8.3%) (Solomon, 
Gerrity and Muff, 1992). Given the scope of PTSD, its chronicity and its often severe 
disruption of daily functioning, it is of the upmost importance to have effective and 
efficient therapies.
It is widely accepted (e.g., Scott and Stradling, 1992; Van der Kolk et a i, 1996) that to 
fully understand the human response to trauma the knowledge accumulated from the 
differing perspectives must be utilised and accumulated, whilst maintaining an 
awareness of the socio-political contexts in which trauma is embedded. However, for 
the purpose of this essay, only the utilisation of cognitive behavioural therapy to PTSD 
will be evaluated in order to ascertain its efficacy. After a brief outline of the theoretical 
research on cognitive behavioural factors in post traumatic stress disorder, a detailed 
description of studies of PTSD treatment by cognitive behavioural techniques will be 
given before the current status of CBT for PTSD is then considered.
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Theoretical Underpinnings
The current nosology (DSM-IV; APA, 1994) describes an operational definition of what 
constitutes a traumatic event, and describes three classes of symptoms that make up 
the characteristic symptoms of chronic PTSD: re-experiencing phenomena; avoidance 
and emotional numbing symptoms, and; hyperarousal disturbances. Rather than 
seeing PTSD as a unitary disorder consisting of separate clusters of such symptoms, 
authors such as Van der Kolk et al. (1996) believe that it needs to be seen as the result 
of a complex inter-relationship among psychological, biological and social processes -  
one that varies, depending on the maturational level of the victim, as well as the length 
of time for which the person was exposed to the trauma.
Foa, Stetkee and Rothbaum (1989) propose that PTSD occurs because of a person’s 
inability to process a traumatic experience adequately. If PTSD symptoms are the 
result of inadequate emotional processing, then therapy aiming at the reduction of 
these symptoms can be perceived as facilitating such processing. According to Scott 
and Stradling (1992), the cognitive behavioural perspective of PTSD does not perceive 
the trauma as simply existing in objective reality, but that the client responds to their 
construction of it. They see the role of the CBT therapist as helping the client consider 
the accuracy of their representations of the trauma and to evolve coping strategies to 
deal with their situation and symptoms.
Recognition of the unique effects of trauma is not a recent phenomenon. The modern 
study of the chronic consequence of trauma is directly informed by observations made 
by psychologists and psychiatrists who treated veterans of World War I and II. These 
clinicians observed that veterans who were exposed to horrible war-related violence 
and degradation continued to experience intrusive painful memories of the events they 
witnessed. They also observed that veterans had intense emotional and physiological 
reactions when reminded of their trauma, disrupted sleep and extreme startle 
reactions. Very early on psychologists observed that if they urged patients to recount 
the story of their trauma, this led to symptom reduction. Such findings have been 
developed further by authors such as Foa and Riggs (1993, cited Van der Kolk et al., 
1996), who suggested that because prolonged exposure brings about a decrease in 
the anxiety associated with the traumatic memory, it permits a re-evaluation of the 
meaning representations in the memory. They proposed that the repeated re-living in
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prolonged exposure then generates a more organised memory record that can be more 
readily integrated with existing schemata.
A central tenet to the cognitive behavioural approach to PTSD has been described by 
authors such as Scott and Stradling (1992) as the individuality of people’s responses to 
environmental stressors. Studies have demonstrated that there is considerable 
variability in people’s response to trauma (i.e., in automatic thoughts, emotional states 
and behaviours), and a number of those traumatised continue to suffer from chronic or 
long-lasting PTSD. Unfortunately at present, little is known about the qualities of the 
person or the specific characteristics of the trauma that lead to the development of 
chronic PTSD. However, high levels of stress or of exposure to a major stressor (e.g.. 
Shore, Tatum, Vollmer, 1986; Foy, 1992), a pre-existing personality or emotional 
disorder (e.g., Helzer, Robins, McEvoy, 1987; Solomon et a/., 1988), and a family 
history of psychiatric disorder (e.g., McFarlane, 1988), have all been found to 
contribute to the establishment of PTSD. An adaptive coping style has been found to 
attenuate PTSD (McFarlane, 1988).
Empirical Studies
Research has suggested that victims of different traumas, such as disaster, rape and 
combat, have strikingly similar profiles of psychopathology (Solomon et al., 1992). 
Thus, for the purpose of this essay, studies of any type of traumatised population who 
fulfilled the criteria for a diagnosis of PTSD are included.
Rothbaum and Foa (1991) suggest that to evaluate the existing body of knowledge 
about the efficacy of treatment for PTSD, general methodological issues in the 
investigation of treatment outcome should be considered. They suggest that 
irrespective of the treatment, a design that allows strong inferences should include the 
following: a diagnostically homogeneous sample; subjects should be randomly 
assigned to control or comparison groups; the treatment(s) should be described in 
detail to enable replication; reliable and valid measures of the target problems should 
be completed at pre-treatment, post-treatment and follow-up, and; a logical relationship 
should exist between the disorder, its conceptualisation, its treatment, and the 
measurement of treatment efficacy.
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As PTSD is a relatively new diagnostic category (APA, 1980), the literature on its 
treatment is sparse with only a few well-controlled investigations, and studies on the 
efficacy of cognitive behavioural approaches with PTSD are scarcer still, the literature 
on the cognitive behavioural treatment of PTSD is considered in the light of the 
preceding criteria for this review.
Early applications of CBT to PTSD consisted of flooding, systematic desensitisation 
and anxiety management training. Both flooding in vivo and flooding in imagination to 
trauma-related events (e.g., Keane et ai. 1985; Johnson et ai., 1982, cited in Foa and 
Rothbaum, 1989) appeared to be therapeutic. However, most of the treatments 
included additional techniques such as relaxation or anger control, and hence the 
contribution of exposure to the overall improvement is unclear. Several studies 
examined the effects of systematic desensitisation with a variety of trauma victims 
(e.g., war veterans, rape victims, and car accident victims), and most showed beneficial 
results (e.g., Turner, 1979; Peniston, 1986; Muse, 1986; all cited in Rothbaum and Foa, 
1996). However, the lack of methodological rigour and the absence of PTSD diagnosis 
and measures in most of these studies limit the conclusions that can be drawn from 
them. A study carried out by Becher and Abel (1981, cited in Foa and Rothbaum, 1989) 
also used systematic desensitisation with women experiencing assault related anxiety, 
which, although it reduced some PTSD symptoms, was not found to be solely 
successful in reducing assault related distress.
By the beginning of the 1980’s prolonged exposure, in which clients experience 
moderate to high levels of anxiety, replaced systematic desensitisation as the most 
common treatment for PTSD, but the effect sizes were small (Van der Kolk et al., 
1996). There was hesitation however to submit rape victims to this treatment. It was 
because of this hesitation that treatment studies with rape victims utilised either anxiety 
management techniques or systematic desensitisation. Theoretical consideration led to 
the hypothesis that rape victims with PTSD should benefit from treatment that activates 
their rape-related anxiety and modifies it. Indeed, the two studies that employed 
prolonged exposure with female assault victims confirmed this hypothesis (Foa, 
Rothbaum, Riggs and Murdock, 1991; Foa, et al., 1994, cited in Rothbaum and Foa,
1996).
In 1989, Shapiro put forward eye movement desensitisation and reprocessing therapy 
(EMD-R), an exposure technique (desensitisation) with a strong cognitive component 
accompanied by saccadic eye movements as a cognitive behavioural treatment for
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PTSD. Unfortunately, the efficacy of this treatment has not yet been ascertained as 
reported anxiety reduction within treatment sessions were taken as indicative of its 
success (e.g., Shapiro, 1989), and standardised outcome measures were not included. 
However, the results of a recent study by Andrade, Kavanagh and Baddeley (1997) 
suggest that EMD-R works by reducing the intensity of the emotion associated with the 
traumatic images via the visuo-spatial sketchpad of working memory. They suggest 
that such techniques may have a specific application to clients who are initially unable 
to undertake a standard exposure treatment, which is consistent with earlier findings 
that EMD-R can assist people who are not progressing in standard therapy (e.g., 
Wolpe and Abrams, 1991, cited in Andrade et al., 1997). As a result of this work, 
Andrade et ai. (1997) suggest that even if the current version of EMD-R is ultimately 
discredited or severely limited in its application, this work has the potential to contribute 
to new and effective treatments, and that other visuo-spatial tasks besides eye 
movement may also be demonstrated to be of therapeutic value.
Anxiety management training typically includes a variety of techniques, including 
relaxation and cognitive restructuring. It is therefore very difficult to ascertain the 
contribution of any specific technique to overall outcome. The few well-controlled 
studies are consistent with case reports in indicating that both exposure therapy and 
anxiety management training are effective in reducing PTSD symptoms, as well as 
related symptoms such as depression. There is preliminary evidence to indicate that 
the combination of prolonged exposure and AMT may constitute the treatment of 
choice for PTSD. For example, Foa et ai. (1991) reported a carefully designed 
controlled study of three psychological interventions for PTSD following rape. Stress 
inoculation training was compared with prolonged exposure, supportive counselling 
and a waiting list control, with all active interventions consisting of nine biweekly 
individual sessions conducted by a female therapist. Care was taken to standardise 
treatments, avoid the overlap of interventions, and control for non-specific effects. 
Improvements in severity of PTSD, avoidance and intrusive symptoms immediately 
post-treatment were most marked in the group receiving stress inoculation therapy, 
with slightly less improvement in patients receiving ‘prolonged exposure’ to memories 
of the trauma. The ‘supportive counselling’ condition was no more effective than the 
‘waiting list’ in modifying psychopathology. At three and a half month follow-up, the 
order of effectiveness was reversed, with the ‘prolonged exposure’ group showing the 
most marked improvement.
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Foa et al. (1991) concluded that prolonged exposure may achieve the most durable 
improvements in PTSD symptoms by ensuring that survivors overcome their traumatic 
memories by confronting them directly. The sampling sizes in each group were small 
however, cautioning against definitive conclusions being drawn about differential 
treatment effects between the two forms of cognitive behavioural therapy. As with other 
studies described previously, the overall effectiveness of cognitive behavioural therapy 
was nevertheless clearly demonstrated.
Discussion
It is apparent from the above review of the literature that despite the scarcity of 
systematic data, using cognitive behavioural techniques to focus on post traumatic 
events and emotions is important in the successful treatment of PTSD, and they are 
quite efficacious in reducing PTSD severity. However, it must be recognised that some 
clients do not appear to benefit from such treatments.
The vast majority of knowledge in this area comes for case reports and studies that 
included either war veterans or rape victims. Studies have demonstrated that there are 
differences in the effects of different treatments for them. For example, it appears that 
the effects of exposure techniques in the study of female assault victims are more 
positive than those found in the studies of Vietnam veterans (Van der Kolk et al., 1996).
PTSD research has provided some excellent treatment outcome studies from widely 
divergent theoretical orientations, and it is felt by authors such as Van der Kolk et al. 
(1996) that in practise, the multidimensional nature of PTSD results in most clinicians 
using an eclectic approach, in which they must constantly re-evaluate what is being 
accomplished, whilst at the same time continually evaluating which particular 
interventions are most effective for which trauma related problems. This is supported 
by authors such as Solomon et al. (1992) who, in their critique of Silvoe’s (1992) work, 
recommended that a combination of techniques should be utilised. Silvoe (1992) 
postulates that virtually all therapeutic approaches emphasise that, in order to rid the 
psyche of the trauma, survivors need to recall the traumatising events and associated 
anxieties in therapy. A number of authors from varying clinical and theoretical 
backgrounds have cautioned however against the uncontrolled and overzealous use of 
such exposure techniques in therapy. For example, a study by Pitman, Altman and 
Greenwald (1991) reported complications such as exacerbation of depression, relapse
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of alcoholism, and precipitation of panic disorder in the use of flooding for PTSD. As a 
result of this, Solomon et al. (1992) recommend that such techniques be used as an 
adjunctive treatment.
Conclusions
It has been demonstrated that studies which utilise cognitive behavioural techniques 
appear to support its use as an effective treatment intervention. However, there is still a 
lot to be learned about the effective treatment of PTSD using such interventions. For 
example, studies that explore comparisons of individual versus combined treatment 
approaches, and studies that explore the optimal minimum and maximum length of 
treatment are needed.
The review has been guided by the assumption that all traumatised populations share 
important similarities that allow for meaningful generalisability of findings among these 
groups. However, to date this can be best regarded as a working hypothesis, and 
studies that directly examine differences in traumatised populations in response to the 
same treatment approach are needed. As the meaning of trauma is often culturally 
specific, and the social and religious rituals surrounding loss and disaster have an 
important healing role in both individual and community trauma, the cultural context of 
the trauma is an important dimension. Thus, such studies will help us learn which 
treatments are most appropriate for particular traumatised populations.
Miller (1994) demonstrates that the variety of PTSD syndromes demands that a degree 
of clinical flexibility should be shown in the treatment of traumatised patients. It appears 
that, from a therapeutic perspective, it is useful to make distinctions among the acute 
stress reactions immediately following trauma, the purer forms of PTSD presenting in 
the ensuing months, and the chronic syndromes following complex human made 
trauma such as incest, torture or combat. Delineating the most effective therapeutic 
interventions to meet the differing needs of these groups is a worthy focus for future 
research.
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Essay Three: People with Learning Disabilities
Concern has been raised regarding a relationship between 
two clients of the same sex but of differing levels of ability 
living in a staffed home. What are the areas that need to be 
considered when reflecting on this relationship, with specific 
reference to consent and policy issues?
Year One
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For the purpose of this essay, it will be assumed that the two clients have differing 
levels of leaming disability, and that they do not have any physical disabilities. It will 
also be assumed that the concerns relate to the two clients being involved in a sexual 
relationship, and that both clients are over 18 years old.
Introduction
Over the past thirty years there has been a major shift of emphasis concerning the 
sexuality of people with learning disabilities. Historically, people with learning 
disabilities have been denied access to sexual expression and freedom (Craft and 
Craft, 1981; Kempton and Kahn, 1991; Kaeser, 1992). Whereas the early literature 
concentrated mainly on the negative consequences of sexual activity of those 
deemed ‘mentally defective’, later authors write mainly in the context of positive 
results of aiding people with learning disabilities to live sexually satisfying lives. 
However, this change tends to reflect only those individuals who would be considered 
to have mild learning disabilities. There is still a great amount of reluctance on the part 
of the service providers to allow mutual sexual involvement among persons with a 
greater degree of learning disability (Kaeser, 1992).
Although work on sexuality has broken stereotypes (such as people with learning 
disabilities being seen either as perpetual children who do not need to know about 
sex, or as a threat to society - sexually dangerous because they are unable to control 
their feelings appropriately), the continued economic and social marginalisation of 
people with learning disabilities, reinforced by the formalisation of dependency 
through services, segregation and social exclusion, all act as disincentives to view 
and respond to their sexuality in ordinary ways (Cambridge and McCarthy, 1997). 
Exampies are a failure to recognise the needs of men with learning disabilities who 
have sex with men, and responding in positive ways to the management of HIV risk 
(Cambridge, 1996), or recognising the rights of women with learning disabilities to 
engage in safe sexual relationships (McCarthy, 1994).
Service providers have a dual obligation to develop and promote individual choice in 
sexual relationships for people with learning disabilities, while also protecting them 
from risk, sexual exploitation and harm in the context of their sexual behaviours 
(Sundram and Stavis, 1994). It is generally recognised that people with learning 
disabilities are at an increased risk for sexual assault and sexual abuse (e.g..
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Sundram and Stavis, 1994; Cambridge, 1997a). Carr (1995) purports that in England 
and Wales there are around 830 reported cases of abuse of people with learning 
disabilities each year, 41% of which are abused by another person with a learning 
disability.
People who are poorly acquainted with the sexual rules of the society in which they 
live are likely to become victims of sexual exploitation (Kempton, 1977, cited Craft and 
Craft, 1981). Statistics vary, but they all indicate that from 80 to 95% of persons with 
disabilities are victimised sometime in their lives (Kempton and Kahn, 1991). People 
with learning disabilities tend to be non-assertive and to agree to participate in sexual 
acts if directed to do so, possessing poor judgement in assessing other people’s 
motives (Craft and Craft, 1981).
Due to the wide range of issues which would need to be considered when reflecting 
on a relationship between two clients of the same sex, but of differing levels of ability, 
for the purpose of this essay, an assumption will be made that the two clients are 
male. This is not intended to ‘sideline’ issues for women with learning disabilities, 
rather it is due to findings in the literature which demonstrate that same sex 
relationships are much more common between men, than lesbian relationships 
between women with learning disabilities (Cambridge, 1996). Inevitably this 
assumption raises a number of importarit issues related to research findings that the 
gender of perpetrators of sexual abuse in the learning disabled population is 
predominantly male (Cambridge, 1997a).
The frequency of sexual contacts with either men or women is dependent on 
opportunities to meet potential sexual partners and the privacy that is afforded for sex 
in the places in which the individual operates (Thompson, 1994). However, Thompson 
rejects the idea that men with learning disabilities have sex with their own sex 
precisely because of restricted opportunities with someone of the opposite sex. He 
demonstrates that supporters of this model fail to examine issues of power and 
exploitation in men’s sexual relationships with both men and women, which he 
believes should be central to all sexuality work.
A number of factors would need to be considered in reflecting on a sexual relationship 
between two male clients with differing levels of ability living in a staffed group home. 
This should include aspects such as: were the subjects involved in a relationship with
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a same sex partner due to a lack of opportunity to meet appropriate members of the 
opposite sex?: were they physically coerced into the relationship due to their fears of 
the other resident?; were the clients sufficiently knowledgeable about sexual intimacy 
to make informed choices?, and; is the relationship a result of environmental 
conditioning, or a lack of alternate means for sexual expression?
The issues of power and exploitation will be looked at in further detail in relation to the 
following areas: the issue of consent; sex education; conflicts in viewpoints between 
relatives, professionals and people with learning disabilities, and; establishing policies 
and procedures.
The issue of consent
While many reasons have been cited for denying sexual opportunity for people with 
learning disabilities, perhaps there is one which looms the greatest: consent (Kaeser, 
1992; Gunn, 1996). Using Brown and Turk’s (1992) model, sex is abusive if: the 
person withholds their consent; the person is unable to give their consent, or; some 
other barrier to consent is present (a barrier to consent might include pressures or 
bribes, or not appreciating the consequences of saying yes to sex).
One of the most pressing issues confronting service providers who work with people 
with learning disabilities is how to negotiate mutual sex behaviours which occur 
among this population. Consent means knowing, intelligent, and voluntary agreement 
to engage in a given activity (Stavis, 1987). Uncertainty surrounding whether 
individuals have the capacity for consent, fear of legal repercussion, and staff not 
understanding what their responsibilities and roles should be, all contribute to the 
difficulty which the service provider experiences.
The majority of people who are deemed to have learning disabilities fall within the mild 
and moderate ranges, and are verbal, mobile, and like other members of society, can 
and do make, maintain and break friendships and relationships. People with mild and 
moderate learning disabilities have the same rights under the law as any other citizen. 
Many things flow from this, not in the least the need for a system which actively 
facilitates the exercising of those rights (Craft and Kitson, 1987). However, individuals 
who have severe learning disabilities cannot legally give consent to any acts (Gunn,
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1996), which poses problems for parents and professionals, particularly with regard to 
sexual needs and sexual expression.
Inevitably, for the clients concerned, it would be essential to gain a comprehensive 
assessment of their level of disability in order to ascertain the legal implications of 
their relationship. However, it must be borne in mind that in applying the concepts of 
consent to sexual activity involving individuals with learning disabilities, most of the 
law has developed in the context of criminal prosecutions of people without learning 
disabilities who have had sexual relations with individuals allegedly incapable of 
consenting due to mental impairment. Sundram and Stavis (1994) found that there 
were no reported criminal cases involving the more complex situations that residential 
providers are more likely to confront, involving sexual intercourse where both 
individuals have learning disabilities, let alone where both individuals have differing 
levels of learning disabilities.
As indicated previously, a barrier to consent might include pressures or bribes, or not 
appreciating the consequences of saying yes to sex. In relation to HIV risk and safer 
sex, the clients would need to know about HIV and AIDS, the health implications and 
social consequences of unsafe sex, how HIV is transmitted, and what happens to 
someone infected with HIV. Such basic knowledge is a prerequisite to assessing 
informed consent for sex and safer sex (Cambridge, 1997b).
Whilst ‘indica of competency’ identified in court cases were established to protect 
people with learning disabilities from sexual coercion (Abramson and Weisberg, 
1988), such a standard of competency can ultimately work to the disadvantage of 
such people. The desire to protect people from harm is warranted, but the laws which 
are designed to protect this group of people from harm are the same laws which work 
to exclude them from ever engaging in mutual sex behaviours. Balancing the need to 
protect people with learning disabilities from harm with their inherent right to express 
their sexuality is a very difficult challenge for the service provider (Kaeser, 1992). It is 
from this fundamental responsibility that authors such as Sundram and Stavis (1994) 
see legal liability and its attendant consequences depending on. The extent of this 
obligation may vary based on the nature of the services and supports provided. For 
example, the provider of a secure facility with 24-hour staff has a clearer and broader 
responsibility for the supervision and protection of residents than the provider of 
services to an individual who has been deemed capable of living independently in the
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community. However, even in the latter case, if the provider becomes aware of, or has 
reason to believe that such an individual is being sexually abused or exploited, there 
is a legal responsibility to cause a re-examination of the living arrangement and the 
extent of the supports necessary to provide a reasonable degree of protection.
It is apparent, therefore, that the decision-making capacities of the two clients would 
need to be evaluated. Decision-making capacities may be apparent without formal 
assessments. However, there is a need for a more focused evaluation. Such 
assessments should encompass all relevant aspects of functioning, and should 
include the degree of independent judgement the individuals make in other aspects of 
life and the extent of supervision, services and supports that are required for safety, in 
addition to issues pertaining specifically to sexuality. It will also be important to assess 
the ability of the individuals to protect themselves from abuse and exploitation as well 
as their ability to understand the potential risks to which they may be exposed. The 
care provider must provide adequate supervision for clients who have been identified 
as needing protection from harm (Sundram and Stavis, 1994).
Sex education
Cambridge and McCarthy (1997) purport that whilst commissioners and providers tend 
to view sexuality and sexual abuse as problems to be managed, the long-term answer 
is to empower people with learning disabilities in order that they participate more 
widely in society and community life, make informed and safe sexual choices, and 
learn from their sexual experiences. Stevens, Evered, O’Brien and Wallace (1988) 
purport that it is likely that most sexual offences committed by those with a learning 
disability are a result of a lack of knowledge and inadequate social education. Sex 
education groups would provide a useful starting point for exploring the sexual 
experiences and needs of the clients, as well as providing general information on sex. 
Such groups or one-to-one sessions can be organised in various ways, depending on 
their purpose and objectives (McCarthy and Thompson, 1992), and they can provide a 
useful way to undertake a basic assessment of where additional work should be 
targeted, identifying gaps in the clients knowledge or understanding (Cambridge and 
McCarthy, 1997).
Craft and Craft (1991) suggest that the salient point in providing sex education for 
people with learning disabilities is that the vast majority of such people develop
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normal secondary sexual characteristics and they need more help, not less, in 
understanding these changes and the accompanying emotions. They also often need 
help in acquiring the complex social skills demanded by interpersonal relationships. 
Sundram and Stavis (1994) purport that agencies must provide education and training 
in understanding and expressing sexuality to clients who are determined to be in 
need, and that methods of self-protection from the foreseeable consequences of 
sexual activity must be addressed for all individuals able to benefit from it.
The argument for sex education for people with learning disabilities is compounded by 
research evidence demonstrating its worth. Tymchuk, Andron and Unger (1987) found 
that sex education and subsequent support by health and social services enables 
such individuals to develop appropriate relationships and become successful parents. 
Steele’s (1989) study clearly demonstrated an increase in socio-sexual competencies 
of individuals whose functioning ranged from mild to severely learning disabled, after 
receiving a systematic sex education programme.
Until very recently, resources available for sex education and learning disability were 
predominantly heterosexual and avoided HIV, missing the needs of those most at risk 
of HIV, namely men who have sex with men. No national statistics are kept on the 
incidence of HIV amongst people with learning disabilities. However, research 
indicates that all sexually active people with learning disabilities are at risk of HIV, and 
that men who have sex with men should have their needs prioritised (Cambridge, 
1997b; Senker, 1997).
Conflicts in viewpoints
In their review of the literature on sexuality and learning disability, Craft and Craft 
(1981) demonstrated the conflict in viewpoints between relatives, professionals, and 
people with learning disabilities themselves, which inevitably had an impact on service 
provision. It would therefore be imperative that a comprehensive evaluation of the 
viewpoints of the clients concerned, their relatives, and the professionals involved 
were obtained.
Craft and Craft (1981) found that sexuality was a major concern for parents, generally 
focusing around sexual ignorance (and therefore exploitation), and real or anticipated 
inappropriate behaviour. Furthermore, it has been found that many parents do not
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want their offspring to receive sex education (Dupras and Trembly, 1976), as they feel 
that sex education will jeopardise their offspring’s innocence (Alcorn, 1974).
It is acknowledged that parents do not have any legal responsibility or right over their 
adult offspring (British Institute of Mental Handicap, 1991). While this is recognised, it 
is important that they are encouraged to be involved in any decision making about 
education that may be given. If this is done at the outset it will often overcome 
resistance and alleviate parents’ anxieties. This is especially true when parents are 
concerned about their son or daughter’s vulnerability to persuasion, exploitation or 
abuse. The knowledge that they will be taught to say ‘no’ to unwanted and 
inappropriate advances helps parents to become less apprehensive about building on 
the sexual knowledge of their son or daughter (Brosnan, 1987).
Craft and Craft (1981) found that professionals have tended to see sexual expression 
in terms of a ‘problem’ for which a ‘solution’ must be found, with the ‘solution’ looked 
for being a cessation of the behaviour. The attitudes of those who provide residential 
care are particularly important, given the influential role and potential control that they 
have in relation to the sexual behaviours of people with learning disabilities who live in 
residential facilities. Inevitably, such attitudes can result in sex education programmes 
being met with resistance by staff (Murray and Minnes, 1994). This is supported by 
Mitchell, Doctor and Butler (1978), who found that over 31% of staff in three 
residential facilities for people with learning disabilities felt that no sexual behaviour, 
not even simple physical contact, was acceptable. Thus, many of these ‘problems’ are 
themselves products of the social and physical environments constructed by services, 
as well as the wider ways in which sexuality is a social construct of a society which 
dislikes diversity, both in relation to sexuality and people with learning disabilities 
(Cambridge and McCarthy, 1997).
A study carried out by Davies and Johnson (1989) found that the vast majority of staff 
had positive attitudes towards the sexuality of people with learning disabilities, but that 
these are not applied due to feelings of inadequacy and ambivalence in dealing with 
sexual issues, as well as the disproportionate influence of minority staff groups with 
more restrictive views. Davies and Johnson (1989) highlighted the need to provide 
staff with intensive training so that they feel adequate in providing sex education and 
counselling to the people with whom they work, enabling the majority to be confident 
in confronting the disproportionate influence of the restrictive minority groups.
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Very little is known about the attitudes of people with learning disabilities towards 
sexuality in general, and their own sexuality in particular (Craft and Craft, 1981). 
Studies by authors such as Watson and Rogers (1980) found that people with 
learning disabilities tended to have more conservative attitudes than normal control 
subjects, which may have been encouraged by parents and staff as a form of 
protection. Thompson (1994) found that many men with learning disabilities 
experienced sex negatively with men. However, it is vital to recognise that men might 
find it easier to say that they did not like or want the experience instead of owning up 
to enjoying sex with men.
Establishing policies and procedures
One way of empowering individuals with learning disabilities, and enabling staff to 
respond positively is by having a framework of policy guidelines which spell out rights 
and the law (Craft and Kitson, 1987). Within staffed home settings, it is inevitable that 
the success of clients programmes depends oh the consistency of staff to carry them 
through (Kempton and Kahn, 1991). It would be imperative that, if they were not 
already in place, appropriate policies and procedures were developed within the 
staffed home to ensure such consistency.
Kempton and Kahn (1991) postulated that every organisation involved in service 
provision for people with learning disabilities should have a written policy committing 
them to the sexual rights of their clients, accompanied by the accepted procedures to 
implement it, and that all staff should then be trained on what to do, or what not to do, 
when they encountered inappropriate or controversial sexual behaviours. They argue 
that without such guidelines there would be inconsistencies in the approaches used 
by different members of staff. For example, one member of staff may harshly punish a 
client for masturbating in a public place, while another may make fun of the behaviour, 
and a third might ignore it. However, the organisation's procedures would probably 
dictate that staff react calmly and indicate firmly that the behaviour is an accepted 
sexual activity, but that it must be done in private.
Cambridge (1997b) prioritises the need for the development of HIV policies in services 
for people with learning disabilities, and Senker (1997) highlights the need for policies 
to include guidelines as to how services will conduct risk assessments in relation to 
HIV. He suggests that policies need to be implemented to support clients who are at
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risk of contracting HIV, and that policy should outline a framework to balance between 
the sometimes competing needs to ensure confidentiality for the client, to enable the 
client to access appropriate support, and to ensure that staff are able to discharge 
their duty of care.
There is no doubt that it is a very difficult task to write such procedures. It requires the 
demands of the widely varying opinions of relatives and staff, as well as the law, 
before making a written commitment to how much freedom clients should be given 
(Kempton and Kahn, 1991). Also, the fact that a facility has written policies and 
procedures does not necessarily mean that they will be adhered to. For example, a 
survey by Saunders (1979, cited Craft and Craft, 1981) found that staff members in 
each of four facilities contradicted one another in defining the visitation and sexual 
behaviour policies in their facilities, suggesting that either the administration had not 
circulated standards for resident visitation or sexual conduct to all staff members, or 
that staff members ignored the written policies in favour of rules of their own 
convenience and attitudes.
In order to ensure that policies and procedures are adhered to, it is important not just 
to talk about users rights, but to make sure that they are available in a form easily 
referenced by staff in their day to day work, and for service users themselves. This is 
supported by authors such as Cambridge and McCarthy (1997) who feel that it is 
important to find ways of closing the gaps between the principles behind policies, and 
the practise of policies. They found that to make policies work effectively, services 
need to address issues relating to autonomy, line management and to the deployment 
of staff resources. Furthermore, they recognised the need to redress imbalances of 
power between services and staff on the one hand, and service users on the other.
What is apparent is that the service provider should develop clear policies and 
procedures addressing the issues of sexuality, privacy, and incident reporting; provide 
training to staff in their application, and; provide an accessible source of advice for 
dealing with operational problems they confront. Staff must be taught to recognise, 
and be encouraged to report incidents. If one, or both of the clients are determined to 
be incapable of consenting to sexual conduct, providers must be very clear and 
unambiguous with the staff on duty to protect them from sexual exploitation.
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Conclusions
Whilst there has been immense progress since the days when people with learning 
disabilities were ‘inmates’ who were isolated and punished for sexual behaviour, 
professionals involved in the provision of services for such clients still have a long way 
to go. From the literature available, it is apparent that many services still do not have 
adequate policies and procedures for unifying untrained staff, sex education 
programmes are not facilitated by adequately trained individuals, and so on. However, 
as argued by Kempton and Kahn (1991), whilst the list of work that still needs to be 
done is long, the reality must be faced that as long as there are conflicting cultural, 
moral, religious and political opinions, no goal that requires complete agreement or 
consistency will ever be completely reached.
The sexual rights of people with learning disabilities appear to have become relatively 
neglected as a result of the priority given to sexual abuse and the focus on protection. 
People with learning disabilities have rights to sexual expression and information 
about bodies and sex. The need to protect people from sexual abuse and exploitation, 
therefore, has to be balanced with the need to protect people’s other sexual rights, 
such as the right to information. The two aims go hand in hand, as information and 
language about sex can help empower people to say no or to tell someone about 
abuse. If service providers are committed to assist people with learning disabilities to 
live as complete a life as possible, then it must be acknowledged that this includes a 
life of sexual expression and opportunity as well, even if this does present an element 
of risk (Kaeser, 1992).
Clearly, a new standard of competency regarding sexual relations between two 
people with learning disabilities needs to be established, and particularly between two 
clients of differing levels of ability. One that takes into consideration that two such 
people might actually enjoy and desire sexual contact with each other. Increasingly, 
providers of services for people with learning disabilities will need to demonstrate their 
capacity and competence to recognise and respond to sexual abuse, assess and 
manage risk in relation to HIV, and support users in sexual activities and personal 
relationships in constructive ways (Cambridge, (1997a).
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Introduction
Statistics from the USA have demonstrated that a major bereavement is not an 
uncommon event in the lives of children, suggesting that approximately 4 percent of 
the total child population will lose a parent through death by the age of 15 (Young and 
Papadatou, 1997). The loss of such an attachment figure can have a profound effect 
on a child. Studies have demonstrated that children who lose a parent have a 
significantly increased risk of developing psychiatric disorders and may suffer 
considerable psychological and social difficulties throughout childhood and later in 
adult life (Bowlby, 1980; Van Eerdewegh, Clayton and Van Eerdewegh, 1985; Harris, 
Brown and Bifulco, 1986; Black and Young, 1995). These findings are supported by 
authors such as Herbert (1996) who suggests that given the limitations of children’s 
understanding of the world and the immaturity of their coping strategies, the death of 
a parent is a particularly far-reaching experience. Thus, it is apparent that children 
merit specific and separate attention when they experience the death of an 
attachment figure.
Research on the death of a parent is somewhat limited because of the lack of 
attention placed on the effects of the loss of a father as opposed to the loss of a 
mother (Bloom-Feshbach and Bloom-Feshbach, 1987; Plimpton and Rosenblum, 
1987). Although there are case studies that describe the individual effects of losing a 
parent (e.g., Ziller and Stewart-Dowdell, 1991), few comprehensive empirical studies 
have been conducted that investigate the differential effects of losing a father versus 
a mother. When the effects of the loss of a father are compared with the loss of a 
mother, inconsistent results are found. Although some research suggests that the loss 
of a same-sex parent is more detrimental to the child’s well-being, an equal number of 
studies have found that there are no consistent patterns in the loss of a father versus 
a mother regardless of the child’s gender (Krupnick and Solomon, 1987). Thus, for the 
purpose of this essay, no distinction will be made in relation to the gender of the 
deceased attachment figure.
Whilst authors such as Raphael (1984) purport that the phenomenon of bereavement 
is common across the vast majority of cultures, all models of bereavement must be 
understood within the cultural context that they occur. The ways in which grief is 
expressed when an attachment figure such as a parent dies, and the way in which 
each culture accords value and meaning to these types of bereavement, and
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accommodates the wishes and needs of both the deceased and surviving member 
vary widely across cultures. It is apparent that each culture has a specific and direct 
influence on many factors which play a mediating role in children’s experience of and 
adjustment to death and bereavement (Black and Young, 1995; Harari and 
Wolowelsky, 1995). As such, it must be borne in mind that Western forms of grief and 
mourning have received most attention in the literature relevant to models of 
bereavement.
Whilst there have been significant advances from intra- to interpersonal and clinical to 
biosocial models of bereavement for adults, there is a relatively scarce amount of 
literature focusing on models of bereavement in relation to children’s experience of 
death. It has been purported by a number of authors that some of the models of adult 
bereavement can be successfully applied to childhood bereavement. Whilst it is 
beyond the scope of this essay to review each of these models in detail, the 
psychodynamic, attachment, developmental and family systems models will be 
compared and evaluated in relation to children’s experience of the death of a parent. 
After a brief consideration of the methodological issues inherent within the 
development of these models, their clinical application will be explored.
Models of Bereavement 
Psychodynamic Models
Psychodynamic models of bereavement are rooted in the work of Freud, and tend to 
focus on explanations of mourning rather than the whole bereavement process. In his 
seminal work, Freud (1917, cited Strachey, 1957) drew attention to the painful 
psychological processes involved in relinquishing a love object. He saw mourning as a 
process concerned with the gradual withdrawal of the libido from the lost object. Once 
mourning is complete, the ego becomes free and the libido may be invested in new 
object relationships. Freud’s later work suggested that identification was the sole 
condition under which the ego gives up its objects. Other psychoanalytic theorists 
(including Abraham, 1924; Fenichel, 1945; and Smith, 1971; all cited in Raphael, 
1984) describe similar processes.
In terms of complications associated with the bereavement process a Freudian 
perspective would focus upon the degree of ambivalence in the lost relationship. In 
very general terms it would be expected that a high level of ambivalence would
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complicate the bereavement process. This was supported by Klein (1948) who saw 
the resolution of ambivalence as central to the bereavement process.
There has been considerable controversy over the years, particularly stemming from 
early psychoanalytic theorists, as to whether or not children are capable of mourning. 
On one side, authors such as Wolfenstein (1966) purport that the process of 
mourning as described by Freud in the adult, does not occur in the child as they lack 
adequate reality testing and their ego’s lack the capacity to bear the stress of strong 
feelings. She purports that children cannot mourn until there is a complete identity 
formation which occurs at the end of adolescence, and suggests that the child uses 
mechanisms of denial, identification and idealisation to protect itself from the loss. 
Conversely, authors such as Furman (1974) and Bowlby (1980) counter that while the 
process and clinical pictures are perhaps different from that of adults, it is certainly 
present and not necessarily abnormal. This was supported by Kranzler et al. (1990), 
who found preliminary evidence that children as young as three years old express the 
emotions of grief.
Psychodynamic models have been criticised by a number of authors. For example, 
the central place of identification in mourning as described within the psychoanalytic 
model has been contested by Bowlby (1980) who suggests that identification may be 
only one of many responses, and Silverman and Nickman (1996) who suggest that 
the child may construct a sense of the deceased and develop an inner representation 
of that person that does not involve (at either a conscious or an unconscious level) 
becoming like that person. Although Freud believed that infants and children could 
identify with both parents, he argued that the mother-child relationship was of primary 
importance for the child’s psychological development. His focus on the importance of 
this relationship led to a significant amount of mother blaming when the child’s 
development did not turn out as originally planned (Caplan, 1989), as may happen 
following a complicated bereavement.
As a result of the early literature being based on a small number case studies of 
children of different ages who were in psychotherapeutic treatment (Gudas, 1993), 
and attempts to understand depression rather than normal processes of response to 
loss, Bowlby (1980), questions the ability to generalise much of the analytic 
discussion of mourning and bereavement to normal bereavement. Freud’s 
observations have been criticised by authors such as Littlewood (1992) for being
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concerned with the intra-psychic processes associated with mourning, rather than with 
the more generic aspects of bereavement. However, whilst such criticisms are valid, it 
must be borne in mind that the rich clinical vignettes have continued to provide 
important material for reference and study, and such theories have had a long-lasting 
impact on psychological research and thinking.
Attachment Models
Models of loss based on attachment theory are rooted in the work of Bowlby (1980), 
which is seen to incorporate an evolutionary perspective, along with a 
psychodynamic perspective. His early work was critical in acknowledging that children 
and infants as young as 6 months old can experience grief and go through periods of 
mourning. Bowlby’s work was highly influenced by that of Melanie Klein (1948), in her 
suggestions of the importance of object loss in infancy as a determinant of the way in 
which people respond to further loss later in life.
Bowlby (1980) purports that during the course of healthy development, affectional 
bonds or attachments are developed, at first between parent and child, and later 
between adult and adult. This attachment behaviour is seen as being instinctive and 
mediated through homeostatic behavioural systems. The key element of the theory is 
that attachments arise early in life from a need for security and safety. In terms of 
bereavement, when a child first experiences the loss, the anxiety evokes an instinctive 
response. In this first stage of mourning, powerful attachment behaviours such as 
clinging, crying, angry coercion and protest, are activated as the child attempts to 
recover the lost object. If this anger is not adequately identified and appropriately 
targeted towards the deceased it may be handled in maladaptive ways, and lead to a 
complicated bereavement.
The second phase sees attempts at recovery slowly diminish when the child fails to 
achieve the desired result of recovering the lost object. Despair follows the failed 
attempts to recover the object and behaviour then becomes disorganised. Bowlby 
believes that the depression accompanying this phase of mourning represents an 
adaptive force in the sense that it results from the realisation that the former mode of 
communicating and behaving is now inappropriate. Bowlby sees the third phase as 
representing a reorganisation of behaviour, partly in connection with the lost object 
and partly in relation to new objects. His model purports that when it is an important 
attachment figure, such as a parent, who is lost to the child, there is a need for a
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replacement. Rathbone (1996) purports that unless the bereavement process is 
completed, there will not be the necessary detachment from the person, and attempts 
to be or provide a substitute will fail.
Harris and Bifulco’s (1991) findings, whilst subject to a number of criticisms, including 
their limited generalisability to other populations due to the small numbers involved, 
offer some confirmation of some of the tenets of attachment theory in relation to the 
loss of a parent in childhood, such as vulnerability conferred by poor support, and 
attachment style.
Although attachment models acknowledged that infants could develop meaningful 
attachments with any primary caregiver, the primary focus was placed on the mother- 
child attachment. Whilst Bowlby’s work highlighted the need for humane care of 
infants, it also served to lay the blame on mothers for children’s problems (Chess and 
Thomas, 1982), such as their child’s psychopathology as a result of a complicated 
bereavement. However, attachment theory has been extremely influential in 
developing an understanding of the more uncomplicated experiences of 
bereavement, and it provided a paradigm that could encompass both children and 
adults across the age spectrum. Both Freud’s and Bowlby’s models have been 
conceptualised as depression models of grief, which analysed grief as an emotional 
reaction and helped explain emotional symptomatology in response to loss (Raphael, 
1984). Indeed, many other researchers (e.g., Parkes, 1970) have used these theories 
to explain various experiences associated with grief.
Developmental Models
The growth of developmental theories that addressed the capacity of children to 
understand death and to mourn effectively occurred in the 1970’s, when alternative 
explanations of children’s responses to death were sought to those portrayed in the 
psychoanalytic literature of the 1960’s. Furnian’s (1974) study emphasised the 
importance of chronological age and developmental stage when the loss occurs, and 
was instrumental in advancing the concept that children’s grief is developmentally 
appropriate and normal. Worden (1991) purports that although young children show 
grief-like behaviour following the death of an attachment figure, the main issue 
centres around the cognitive development of the child. He suggests that children need 
a certain level of cognitive development to understand death because they cannot 
integrate something they do not understand. Studies of ‘healthy’ children linked the
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development of the concept of death and the bereavement experience with Piaget’s 
stages of cognitive development (e.g., Koocher, 1973; Cotton and Range, 1990).
Until approximately two years of age the child is in the sensori-motor period of 
cognitive development (Piaget, 1960), which is characterised by the establishment of 
object permanence and trust. Most authors believe that children of this age do not 
comprehend all dimensions of death. However, responses can only be assessed by 
behavioural observation due to the children’s language capacity (Gudas, 1993). 
Herbert (1996) suggests it is likely that shildien are at least aware o fjhe  concept of 
death before they are able to express it adequately.
The child is in the pre-operational stage between the ages of two to seven years, 
(Piaget, 1960). With the acquisition of language children’s ideas about the various 
dimensions of the death concept can begin to be explored. As thinking is magical and 
egocentric, children of this age neither fully appreciate the universality of death, nor 
their own mortality. Without a concept of constancy, death is perceived as temporary 
and irreversible. Due lo Iheir lack of understanding cause and effect mlationships, 
children of this age often believe that they caused a death to happen (Furman, 1974). 
Bowlby (1980) argued that children of this age are able to mourn in a way that clearly 
parallels that of adults. Indeed, Raphael (1984) suggests that in his early works, 
Bowlby equated childhood mourning with pathological mourning in adults. The 
developmental appropriateness and normality of the coping behaviour of children of 
this age contrasts starkly with Wolfenstein’s (196^ assertipn that the child is unable 
to mourn before adolescence.
At the concrete-operational stage (aged seven to twelve), children are able to 
understand causal and logical explanations, and they can grasp the concepts of time, 
space and measurement (Piaget^ 1960). However, their thinking remains concrete, 
and they cannot yet reflect on all the possible outcomes of a situation. Almost all 
children in this age group achieve an understanding of the various dimensions of the 
death concept. Authors such as Normand, Silverman and Nickman (1996) question 
whether the concrete descriptions of the deceased attachment figure apply only to 
this stage, and suggest Ihat adults, who can supposedly think abstractly, maintain 
similar concrete relationships with the dead.
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At the formal operational stage (adolescence), children begin to develop adultlike 
responses to grief, but these responses are complicated by developmental issues, 
such as separation from the surviving parent (Rando, 1988). Conceptualisation of 
death at this stage is understood as an inevitable process of Jhe life cycle (Koooher,
1973).
Research exploring developmental models of childhood bereavement has been 
criticised as having a number of methodological weaknesses. For example Speece 
and Brent (1984, cited in Gudas, 1993) found differences in the procedures used to 
assess developmental stages as purported by Piaget (1960). Authors such as Gudas 
(1993) purport that whether or not Piagetian stage attainment is a sufficient and/or 
necessary predictor variable for understanding the concept of death is an area that 
needs further exploration. Similarly, the question of age versus stage attainment is an 
area of continual debate. However, authors such as Cotton and Range (1990) have 
stated that the cognitive developmental level is more useful than age or IQ in the 
prediction of responses to the formation of death concepts.
Systemic Models
The models outlined previously do not appear to consider the impact of the family 
when an attachment figure dies. However, bereavement affects the family system in 
many ways, and means that the system is irrevocably changed. Several studies have 
reported that parental death is often followed by multiple changes in the family 
environment (West et al., 1991). As a result of this, authors (e.g., Silverman and 
Worden, 1993; Silverman and Nickman, 1996) have emphasised the importance of 
looking at the bereaved child within the context of his or her social or family system. 
Systemic models view family processes as the crucial determinants of healthy or 
dysfunctional adaptations to loss.
Although more recent family systems theorists point to problems in the structure of the 
entire family rather than in a maladaptive mother-child relationship (e.g., Minuchin,
1974), original theories of family malfunctioning still placed the burden of guilt on 
mothers of emotionally disturbed children. However, Walsh and McGoldrick (1991) 
suggest that children’s emotional ability to cope with bereavement depends crucially 
on the way in which the family as a whole manages the loss. A farriily which was 
previously dysfunctional with poor communication, emotional involvement and 
problem solving will provide a less tolerant_and supportive environment within which a
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child can express and make sense of their experience. Likewise, previously 
dysfunctional families are more likely to redistribute roles in anomalous or deviant 
ways, thus exposing children to additional stresses.
Raphael (1984) suggests that in general terms, children are most likely to be 
influenced by the power systems of the surviving family members, by the role 
allocations and absences, and by the communication patterns and interactions that 
develop subsequently. She argues that they desperately need the stability of their 
ongoing life in the family for reassurance of survival, as should it become chaotic or 
disrupted, then their ultimate adjustment to the loss is in jeopardy. Should they 
become ‘protected’ from the grief of parents, or kept from knowledge of what has 
happened, or should their own needs for care and mourning not be recognised 
because of parental bereavement and conflict, then the family system may well prove 
dysfunctional for them.
Within the systems perspective, specific factors that affect the bereavement process 
and influence the degree of family disruption have been identified. These include: 
stages in the family life cycle; roles played by the deceased; power, affection and 
communication patterns; and sociocultural factors (Vess, 1985; Davies et al., 1986). 
Thus the systemic models appear to be more interactional nature than those outlined 
previously, taking into account the impact of variables such as the social and family 
context, and social support.
Methodological Issues
Despite the growing awareness of the complexity of the nature and experience of 
bereavement for children, there remain many concerns regarding the status of 
measurement and research design in this field (Stroebe, Hansson and Stroebe, 
1993). The majority Df conclusions have been ^ w n  from case reports, which, while 
providing in-depth insights into the issues of some bereaved children, are probably 
not representative of the experience of the majority of bereaved children who are 
untreated. Developmental trends have been examined by different methods, samples 
of children, theoretical perspectives and measuring techniques. The research lacks in 
its descriptions of the nature of the death (e.g., chronic or acute), the circumstances 
surrounding the death, what and when the child is told about the loss, to what degree 
they are involved in grieving rituals, and the developmental impact of previous 
associations of death which must all have an enoimons Influence on the child’s
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reactions, and are important confounding variables generally not clarified in the 
studies.
Prospective studies of childhood bereavement have often been small in size, lacking 
in standardised assessment methods, or dependant on parent and teacher reports 
without directly interviewing the children (Kranzler, 1990). Most of the studies on the 
impact of childhood bereavement have been retrospective, and have attempted to 
associate parental loss with psychiatric disorders, the results of which are mixed 
(Kranzler ef a/., 1990).
A Consideration of the Clinical Application of the Models
Whilst the early psychodynamic models of bereavement purported that children were 
incapable of mourning, the more recent models suggest that children do mourn, and 
that they experience a wide range of bereavement responses. Controversy remains 
however, in relation to when children are able to mourn, and how much the 
bereavement process is influenced by internal factors, such as the child’s 
developmental stage, and external factors such as familial variables and 
environmental factors. It is apparent that each of the models outlined above have a 
number of strengths and weaknesses specific to them. Knowledge of these models, 
particularly in relation to the normative experiences of bereavement as provided by 
the attachment, developmental and systemic models, can raise clinicians awareness 
of the ways in which the loss of an attachment figure can potentially manifest itself, 
which could have an important preventative value.
In a similar way to that in which models of adult bereavement have been adapted for 
children, many forms o f^ u lt jh e r^ e u t ic  interventionsJor bereavement have been 
adapted for children with generally positive results. In broad terms, intervention 
programmes can be differentiated into those that provide therapy for severely 
complicated grief reactions, versus those for less severe but nevertheless debilitating 
consequences. ExanripW include individual play therapy jDoted in psychoc^namic 
models (Webb, 1993), family therapy rooted in systemic models (Black and 
Urbanowicz, 1987), and group and school based interventions (Dyregrov, 1992).
The psychodynamic, attachment and developmental models may be conceived of in 
terms of stage or phased based models i)f.bereavement. Such models havejbeen 
criticised for their linear nature, for stereotyping responses, and for implying passivity
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(Worden, 1991). However, Littlewood (1992), in her evaluation of adult models of 
bereavement, suggests that individuals may oscillate between stages, and that not 
everyone progresses at the same rate over time. Worden (1991) conceptualised 
bereavement in both adults and children within a non-linear task based model. 
Through a brief synopsis of these tasks. Young and Papadatou (1997) demonstrated 
that each one presents additional difficulties and risks for children in comparison with 
adults. By providing an understanding of the specific relevance of these tasks, 
clinicians can ensure that children are not left unsupported and emotionally isolated 
following the death of an attachment figure.
An increasing number of children in Western society are experiencing violent or 
traumatic deaths which further complicates their bereavement process, and has 
resulted in greater attention being made to providing preventive and therapeutic 
intervention for these and other bereaved children who are considered to be at a 
higher risk of psychological problems (Harris-Hendricks, Black and Kaplan, 1993). 
There has been little systematic research on the efficacy of interventions that would 
fall into the ‘less severe’ category, but it is imperative that specific models of 
bereavement are developed for these children to ensure that preventive and 
therapeutic interventions meet their needs.
The differing models all appear to acknowledge that children’s concept of time 
changes with age, as does their understanding since the loss and their bond with the 
deceased parent. As their thinking develops, this brings new information^ needs and 
fears (Cook, 1996). While the intensity of the child’s relationship with the deceased 
must diminish with time, it does not disappear. Thus the emphasis for interventions 
should not be concerned with “letting go”, rather on negotiating and renegotiating the 
meaning of the loss over time. As such, a model of bereavepnent needs to be 
developed that includes continuing interactions with the dead, incorporating both the 
positive and negative consequences of this (Silverman and Nickman, 1996). Inevitably 
this has implications for interventions for bereaved children, and research needs to 
explore whether this work should be carried out within the natural support systems, 
such as families and communities, or within clinical settings.
Conspicuously lacking in the literature has been an examination of gender-specific 
effects on the bereavement process. Gender differences have been identified in 
coping responses to bereavement (Stroebe and Stroebe, 1983; Silverman, 1988), and
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research has demonstrated that there are gender differences in the efficacy of 
different types of therapeutic interventions for adults (Schut ef a/., 1997). Within the 
available literature, there appears to have been little examination of these effects for 
children. However, authors have found that whilst gender may not have a significant 
impact on the attainment of death concepts, girls and boys do differ in their grief 
reactions (Gudas, 1993; Kranzler ef a/., 1990).
To conclude, it is clear that the models outlined above have contributed greatly to our 
understanding of childhood bereavement in the context of a loss of an attachment 
figure. However, there remains a clear need for such models to be subject to more 
rigorous empirical evaluation, and for more studies of bereavement to be carried out 
that utilise representative samples from which generalisable conclusions can be 
drawn.
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Essay Five: Older Adults
What specific factors need to be considered in assessing and 
treating depression in older people? In what ways do 
therapeutic approaches need to be adapted to meet the needs of 
this client group? Discuss evidence on the emotional impact of
such work on therapists.
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Introduction
Depression has been identified as a significant problem in older people, with a 
suggested incidence of 10-20% in primary care, 35-50% in residential care and 12- 
45% in medical inpatients (DoH, 1996). However, depression presents particular 
problems in its detection, management and treatment for older adults. Dennis and 
Lindesay (1995) have described specific policies for detecting and treating depression 
in the UK, and proposals for the screening of patients over the age of 75 were put 
forward in the Working for Patients White Paper (DoH, 1987). However, such policies 
neglect to consider the impact of this work on therapists, and conversely, the impact 
of the therapist on therapeutic interventions (McIntosh, 1992).
In reviewing the literature regarding depression in older people, this essay will explore 
the specific factors that need to be considered in assessing and treating depression in 
this population, before considering in what ways therapeutic approaches need to be 
adapted to meet the needs of this client group. To illustrate this, some of the 
adaptations required when utilising cognitive therapy techniques will be outlined, 
before a discussion of the emotional impact of such work on therapists takes place.
The assessment of depression in oider adults
The validity of standard classification systems, such as DSM-IV (American Psychiatric 
Association (APA), 1994) have been questioned in relation to the diagnosis of 
depression in older adults. This can be demonstrated by an examination of the 
diagnostic criteria for a major depressive disorder (DSM-IV 296.2x, APA, 1994, see 
Appendix One), which many older adults would not fulfil. Specific depressive 
symptoms have been subject to controversy in their application to older adults. This 
can be demonstrated by an examination of point nine: recurrent thoughts of death or 
suicidal thoughts or actions.
Suicide rates have been found to be at least three times higher in the 65+ age group 
than compared to the 15-42 age group (Baldwin, 1991; Tobias, Pary and Lippman, 
1992). In their multi-national study, Pearson et al. (1997) demonstrated that males 
over the age of 75 had the highest suicide rates in almost all the industrialised 
countries, and that suicide rates tended to increase with age. However, Brodaty, 
Peters and Boyce (1991) found that depressed people over the age of 65 are less 
likely to express suicidal intent than younger people. As such, suicidal intent is rarely
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expressed by older adults, but must be taken particularly seriously (Katona et al., 
1995). The risk factors for depression in older adults show a similar profile to risk 
factors for suicide. In response to this, authors such as Katona et al. (1995) have 
suggested that the best clinical strategy for reducing suicide in old age is effective 
detection and management of depression.
Knight (1996) purports that there are a number of factors that can complicate the 
recognition of depression in older adults. This was supported by Gallo, Anthony and 
Muthen’s (1994) finding that older people, particularly men (Allen-Burge, Storandt and 
Kinscherf, 1994), were less likely to acknowledge dysphoria or anhedonia, even when 
they experienced similar levels of depression as younger people.
Secondly, Knight (1996) suggests that the often complex presentation of older adults 
to mental health services, such as the coexistence of medical problems and 
prescribed medication, can make the meaning of many common symptoms of 
depression (particularly somatic ones) highly ambiguous. Depression is closely linked 
to ill health in older people (Pitt, 1986), and as such, symptoms may present as a 
physical illness. Conversely, physical illnesses may present as, or precipitate 
depression. Medication for various physical complaints may influence mood or 
interfere with treatment, and a person’s health may affect the range of achievable 
targets, or the energy they can devote to treatment. This is supported by authors such 
as Pitt (1986) and Allen and Baldwin (1994), who suggests that the co-occurrence of 
physical illness with depression in older adults makes it difficult to rely on somatic 
symptoms as a good indicator of depression. As a result of this. Woods (1994) 
advises therapists to work in collaboration with medical colleagues, so that 
psychological treatment can be guided by the best available assessment of the 
patient’s physical problems.
Sensory loss occurs frequently in older clients and requires adaptation by the 
therapist. About 30% of older people have significant hearing loss, and 20% suffer 
from severely impaired vision (Butler and Lewis, 1991). For the hearing impaired 
client, one must speak clearly, face the client and give an unobstructed view of the 
mouth. Less often, one may also need to speak louder. Visual deficits present other 
kinds of problems, mainly in non-verbal areas of communication. For example, visually 
impaired clients may not recognise the therapist on sight, and may miss aspects of
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non-verbal communication. The therapist must therefore learn to verbalise these 
communications to build rapport and facilitate the therapeutic process.
Thirdly, Knight (1996) suggests that older adults with depression often complain about 
changes in cognitive function, including memory, concentration and attention 
problems. Whilst such problems can often be understood as a failure to process 
information and to register it in memory due to competition from depressive thinking, 
they may also be signs of dementing illness (Hartlage et al., 1993). Knight suggests 
that a key question in assessment of older adults is whether some degree of diffuse 
organic brain disease is present.
Inevitably, the assessment may have led to the identification of a number of problems, 
some of which can be worked through with the therapist, and others which will need 
co-ordination with other members of the older adult service network, such as G P's 
and Social Workers. This is a particular consideration in working with older adults, 
where psychological problems such as depression may be an intrinsic part of these 
medical or social service problems.
Standardised Assessment Measures
The utilisation of standardised assessment measures to facilitate the assessment of
i
depression in older adults has received a lot of attention in the literature over recent 
years. Most clinicians and researchers working with older adults have tended to 
support the use of brief measures wherever possible. The Beck Depression Inventory 
(BDI, Beck et al., 1961), the CES-Depression Scale (Radloff, 1977), the Geriatric 
Depression Scale (GDS, Yesavage et al., 1983), and the Hospital Anxiety and 
Depression Scale (Zigmond and Snaith, 1983) have all been widely used with older 
adults. However, the scales have received a number of criticisms. For example, whilst 
the BDI has been found to maintain its robust qualities in identifying depression in 
older adult populations (Koder et al., 1996), Yesavage et al. (1983) found that it is 
often difficult for older people to complete as they have to choose from four items of 
similar importance. The GDS has been shown to have good sensitivity and specificity, 
and its 15-item version (Sheikh and Yesavage, 1986) is recommended by the Royal 
College of General Practitioners for use within the over-75 health check. However, 
this scale has not been validated in older people from ethnic minority groups in the 
UK, and there is evidence that such screening instruments can give misleading 
estimates when used in new situations (Ebrahim and Silveira, 1994).
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Inevitably, the use of the brief inventories have the disadvantage that they are quite 
‘face-obvious’ as to what is measured and can be manipulated by clients who are 
motivated to do so. In an attempt to overcome some of these problems, a number of 
authors including Jarvik et al., (1997), have highlighted the use of multiple 
instruments. However, this raises another potential problem, whereby older clients 
who are reluctant to engage in therapy will be further put off by the amount of 
paperwork required to be completed in the initial sessions. In light of this, a number of 
authors (e.g., Knight, 1996) suggest that clinicians should be sensitive to this problem 
and begin engaging the client in conversation as soon as possible, saving written 
assessment until later in the session, or if feasible, until later sessions.
There is a paucity of validated instruments to measure depression in older adults with 
cognitive impairment (Shah and Gray, 1997). Some studies have shown satisfactory 
sensitivity and specificity for the GDS in mild to moderately severe dementia (Shah et 
al., 1992), other studies have not shown this (Burke et al., 1989). The latter findings 
could be explained by the need for good short-term memory to complete self-rating 
scales like the GDS. In a response to this, instruments specifically designed to 
measure depression in dementia using collateral sources of information (e.g., family 
or nursing staff), in addition to the clinical interviews have been developed (Shah and 
Gray, 1997), such as the Depressive Signs Scale (Katona and Aldridge, 1985).
The treatment of depression for older adults
The Royal College of General Practitioners and Psychiatrists reported that older 
people respond well to treatment once connected to services (Old Age Special 
Interest Group, 1993). However, Brodaty, Harris and Wilheim (1993) found that when 
older adults with depression were referred to services, they were less likely to receive 
psychological therapies, and more likely to receive biological treatments such as 
pharmacotherapy and electroconvulsive therapy, even when allowing for diagnosis.
Recent empirical studies have demonstrated a good response to both anti­
depressants (Katona, 1993; Flint and Rivat, 1997), and to psychological interventions 
(Scogin and McElreath, 1994), including cognitive behavioural and brief dynamic 
psychotherapies (Woods, 1993). Studies that directly compare psychological 
interventions with pharmacological ones have found psychological interventions to be 
equally, or more effective on the basis of client self-reported mood, and have found 
clients more likely to drop out of drug treatment (Beutler et al., 1987; Sloane, Staples
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and Schneider, 1985). There is therefore certainly scope for psychological 
approaches to supplement physical treatments of depression for older adults. 
However, a number of authors emphasise the need to modify psychological 
approaches when working with older adults.
Adaptations to therapy
A number of authors (e.g., Steuer, 1982; Koder et al., 1996; Knight, 1996) have 
purported that in order to maximise the efficacy of therapeutic interventions for older 
adults, a number of changes should be made in therapy. These adaptations are seen 
to relate to consistent developmental changes that occur with ageing: the slowing of 
cognitive processing; changes in memory performance and cognitive abilities; 
changes in emotional complexity; and adaptations that are cohort based.
The salience of these adaptations become more apparent if one considers their 
application to a specific therapeutic orientation. Authors such as Woods and Roth 
(1996) purport that cognitive theories and therapies originating from Beck’s work have 
proved the most influential in the development of psychological treatment approaches 
for older people with depression. This is supported by authors such as Teri (1991), 
whose initial findings suggest that chronically medically ill depressives and depressed- 
demented patients benefit from cognitive therapy, and Koder, Brodaty and Anstey 
(1996) who examined the application of cognitive therapy to older populations with 
depression. Seven empirical studies of cognitive therapy were evaluated, and 
cognitive therapy was found to be more effective than behaviour therapy alone, or 
psychodynamic therapy. Thus, the debate within the literature does not relate to 
whether cognitive therapy is applicable to elderly depressed clients, but rather how to 
modify existing programmes so that they incorporate differences in thinking styles in 
elderly people and age related psychological adjustment. This suggests a more 
eclectic model of therapy that allows for dynamic issues to be raised, such as 
involving significant others in the patient’s life.
For the purpose of this essay, the potential impact of each of these consistently 
observed factors on the practice of psychological therapies will now be considered, 
illustrated where possible with the application of these adaptations to cognitive 
therapy for older adults with depression.
60
Essay Five: Older Adults
Slowing
Authors such as Botwinick (1984) and Salthouse (1985) have demonstrated how the 
slowing of cognitive processes that occurs with normal ageing, and which is 
exacerbated by depression, can become a noticeable influence on communication 
between the older client and the younger therapist. As such, the pace of conversation 
within sessions should be slowed, both in terms of the pacing of sentences and the 
latency between therapist and client speech (Knight, 1996). On the basis of this 
slowing within sessions, it would be expected that therapeutic progress as a whole 
would be slower with older adults in terms of the number of sessions required to reach 
therapeutic goals. However, few systematic evaluations of the length of therapy with 
older clients have been carried out. One study of therapist-rated change suggested 
that older-older adults required more sessions than the younger-older adult (Knight, 
1988).
Stuer (1982) suggests that because of age related changes in personality and 
intellectual functioning, treatment within cognitive models may take longer and 
proceed more slowly than with young people. There may be a need for more 
repetition before new skills are learned and a greater use of reinforcement strategies, 
such as the provision of printed handouts. Similarly, frequent reworking of issues, and 
a greater number of sessions may be helpful (Koder et al., 1996). Based on their 
clinical experience, Koder et al. (1996) suggest that a gradual termination of cognitive 
therapy, with decelerating frequency of sessions, and offers of review plus support in 
case of crisis are especially valued, and that booster and follow-up sessions are 
especially important in maintaining outcome for older people.
Memory
Memory changes with normal ageing seem to occur more in spontaneous 
performance than in capacity (Knight, 1996). Whilst performance changes would be 
important to the therapist, research suggests that memory for meaningful and well- 
organised material does not seem to decline (Craik and Trehub, 1982). The changes 
in the capacity of working memory in later life (Light, 1990; Salthouse, 1991) may 
however require some modification of communication style in the therapy setting. 
Working memory is the active processing capacity of memory, and may be slightly 
smaller in later life. This may therefore account for changes in comprehension of 
speech and problem solving abilities. Both of these changes could be compensated
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for by slowing the pace of speech, simplifying sentence structure, and presenting 
problems in smaller pieces (Knight, 1996).
Intelligence
As therapy tends to draw upon well-learned information about oneself and the world, it 
is unlikely that there is any significant effect of developmental ageing on the 
therapeutic process. However, Knight (1996) suggests that a decline in reasoning 
ability may have some impact on therapy. Thus, he suggests that therapists should 
utilise more concrete examples and do more of the inferential work themselves, rather 
than relying on the client to think through the implications of abstract interpretations.
Anecdotal literature concerning modification of cognitive treatments to suit this 
population appears to favour a more concrete approach focused on practical, readily 
achievable tasks. Koder et al. (1996) highlight the need to select realistic concrete 
goals in therapy, and suggest that the greater the degree of cognitive impairment, the 
more concrete the therapy should be. In light of this, Teri and Gallagher-Thompson 
(1991) have demonstrated the use of cognitive behaviour therapy with greater 
emphasis on behavioural aspects when working with clients with early Alzheimer’s 
disease.
Expertise and greater cognitive complexity
In general, authors have noted that the development of expertise through life 
experience and greater cognitive complexity is an asset when working with older 
adults (Rybash et al., 1986; Knight, 1996). However, the therapist is often working 
from a perspective where the client has more experience and expertise than the 
therapist. VVhilst this can be extremely useful for therapists who are open to learning 
from clients, it may be anxiety provoking for therapists who are uncertain of their own 
abilities.
Emotional changes
Emotional changes over the adult life span are a topic of considerable importance 
when working with older adults (Knight, 1996). Emotionality is thought to be more 
complex and less intense in later life (Schulz, 1982), with less expression of emotions 
in sessions than with younger adults. Inevitably, therapists need to be able to 
recognise what clients are feeling in sessions.
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Koder et al. (1996) suggest that whilst group cognitive therapy lacks empirical 
support, anecdotal evidence suggests that it is clinically more important with the 
elderly. This may be related to its potential to lessen isolation and encourage 
openness of discussion of emotion. The use of such group therapy is supported by 
authors such as Moffatt, Mohr and Ames (1995), who successfully demonstrated the 
use of this treatment modality for depressed older adults in an inpatient setting.
Personality changes
Neugarten (1977) concluded that there is an increase in interiority in old age. 
Interiority is an intrapsychic tendency to become more introspective and more 
concerned with the meaning of one’s life. Increased interiority ought to make the 
therapists job easier in that introspection and a search for meaning in one’s life are 
important Ingredients in psychotherapy. Indeed, this change may account for the 
greater openness of older adults to interpretation remarked on by Rechtschaffen 
(1959).
Cohort based adaptations
There are many sources of differences between younger and older adults that are 
due to cohort dissimilarities rather than to developmental changes. These include 
variations across cohorts in cognitive abilities and educational levels (Schaie, 1990), 
word usage preferences (Barrett and Wright, 1981), normative life trajectories and the 
socio-historical context within which the individual’s life story unfolds. Such differences 
hold implications for the adaptation of therapy with older clients, and as part of 
understanding the client, the therapist needs to explore the client’s base of 
experience as a member of a particular cohort.
Steuer (1982) suggests that more than in any other psychotherapeutic technique, the 
cognitive therapist’s attitudes towards the ageing process, and the clients life 
experience will influence treatment as the therapist with negative stereotypes of old 
age will have difficulty separating the client’s negative cognition’s from reality issues.
The emotional impact on therapists
It has long been acknowledged in the literature that there are differences in the 
therapist-client relationship when the client is older, compared with when the client is 
younger. Authors such as Knight (1996) purport that whether or not the relationship is 
a primary focus of the therapeutic intervention, these changes will alter the context of
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therapy and the therapist’s experience of the therapeutic work. One of the areas 
facing therapists working with older people outlined previously is an awareness of the 
difference in years that often exists between an older client and a younger therapist, 
leading the therapist to query their own ability to work with someone so much older 
(Davenhill, 1989).
Whilst such differences are inevitably extremely important to the therapeutic process, 
authors such as Genevay and Katz (1990) have demonstrated that the primary source 
of the felt difference in working with older clients is the changed nature of 
transference and countertransference when the client is older. Transference and 
countertransference are terms most often associated with and defined by the 
psychoanalytic school of therapy. These terms have, however, developed different 
meanings and have been adopted in other schools of therapy, including 
psychodynamic therapy (Weiner, 1975) and behaviour therapy (Goldfried and 
Davison, 1994). In these more general terms, transference is the development of a 
relationship with the client that is not based on the reality of the therapeutic 
relationship or on the therapist’s real characteristics as a human being (Knight, 1996). 
Some possible forms of transference when working with older adults include the 
therapist being identified as child, grandchild, parent, spouse at an early age, erotic 
object, or as an authority figure or magical expert. Countertransference represents the 
therapist’s perception of a relationship with the client that is not based on the reality of 
the relationship or the clients actual characteristics (Knight, 1996). Possible forms of 
countertransference reactions for the therapist include parental and grandparent 
countertransference, personal fears about dependency, ageing and dying, and the 
impact of these issues and fears on working with the elderly and making placement 
decisions.
Whilst the recognition, exploration and interpretation of transference reactions can be 
of great benefit to the client, Knight (1996) highlights the fact that in therapy, therapist 
transference reactions are less appropriate. As such, for the purpose of this essay, 
the emphasis will be on the examination of countertransference reactions in relation to 
the emotional impact of this work on the therapist.
Countertransference
Therapists working with older adults are affected by changes in the therapeutic 
relationship that arise out of this work. Knight (1996) suggests that therapist anxieties
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about working with this client group are related, amongst others, to a professional 
recognition of the limits of one’s competence, and to the therapists personal conflicts 
and anxieties about ageing. Therapists bring to the therapeutic relationship their 
stereotypes of old age (both positive and negative), projections of relationships with 
older significant others, and defensive fantasies designed to protect themselves from 
anxiety over death, dependence and helplessness.
Knight (1996) notes that when countertransference reactions are conscious, the 
therapist can distance themselves from them, discuss the feelings with colleagues or 
supervisors, and may occasionally need to consider transferring the client to another 
therapist. However, he suggests that recognising less than conscious reactions is a 
necessary skill of the therapist that must be learned through supervision and self­
observation. Knight (1996) suggests that the experience of countertransference may 
be quite different in work with the elderly, and highlights the key clues of the existence 
of countertransference reactions as including: a conviction that the client cannot 
benefit from therapy; preoccupation with the notion that a client has dementia; a 
desire to have the client treated medically instead of by psychotherapy; a sense of 
boredom, fatigue or helplessness in the client’s presence; or intense emotional 
reactions to clients or particular actions of clients, or reactions that are atypical for that 
therapist.
In his discussion of some of the aspects of dependency in later life that cause 
difficulties for some older adults and their younger therapists, Martindale (1989) 
emphasises the fear of dependency in both partners in the therapeutic relationship, 
and the central role that this fear can play in both bringing the older adult to the 
clinician for help, and in interfering with the provision of help. He suggests that whilst 
there are individual reasons for it, the developmental phases that younger therapists 
are preoccupied with (e.g., anxieties regarding the likely needs of their parents) can 
lead to a confusion in the therapist between their transference and 
countertransference to the patient, and a complete avoidance of the dependency 
issues in the management of troubled elderly clients. On the basis of his clinical 
experience, Martindale suggests that careful monitoring of the transference anxieties 
of the professional as well as those of the older adult can lead to a significant 
improvement in the quality of treatment, and in the professional satisfaction from 
working with older adults.
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Anecdotal evidence (Knight, 1996) suggests that terminating therapy with an elderly 
client is virtually always anticipated, and often experienced, as the most difficult part 
of therapy for the clinician. His rationale for this is that, if explained clearly and in 
advance, clients often see termination as reassuring as they know that therapy will not 
go on indefinitely, and they experience the actual termination of therapy as an 
accomplishment. However, he suggests that therapists fear that the older person will 
be lonely, feel deserted, or are too frail to survive without support, and that termination 
often calls attention to the sense of impotence felt by many therapists in working with 
older adults.
Conclusions
The literature demonstrates that work with older people with depression is a complex 
area. It is apparent that a number of adaptations need to be made in the assessment 
and treatment of depression in older adults. In carrying out these adaptations, it is 
imperative that the emotional impact of this work on the therapist is considered, and 
that appropriate supervision is provided to facilitate an exploration of the impact of 
these issues on the therapeutic relationship. Similarly, therapist exposure to “well” 
older adults is crucial in ensuring that therapists do not see a decline in physical 
and/or mental health as an inevitable part of the ageing process.
As the numbers of elderly people are increasing, work with this population represents 
a considerable challenge to clinical psychologists in relation to the development of 
methods that will contribute to their psychological well-being, and there remain a 
number of important challenges for therapists working with depressed older adults. 
For example, Callahan et al. (1994) demonstrated a need for the development of 
effective treatments for depression in the physically ill older adult.
Similarly, there is a paucity of research regarding depression among older people 
from ethnic minorities living in the UK. Whilst this is partially due to those over the age 
of 65 comprising only around 7% of the total ethnic minority population (OPCS, 1992), 
it is also related to individual geographic regions often having a unique distribution of 
people from different ethnic backgrounds. However, given that the peak in migration 
took place in the late fifties and sixties, many of those who came at that time will soon 
be reaching 65 (Abas, 1996), which will inevitably have implications for service 
providers and will raise further issues regarding the assessment and treatment of 
depression in older adults, and the impact of this work on the therapist.
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Appendix One
Diagnostic and Statistical Manuai of Montai Disorders, Voiume Four (APA, 
1994).
Criteria for a major depressive disorder (296.2x):
At least five of the following symptoms present during the same two week period and 
represent a change from previous functioning.
This must include at least one of the symptoms: depressed mood, or; diminished 
pleasure or interest.
1. Depressed mood
2. Markedly diminished interest or pleasure in normal activities
3. Significant weight loss or gain
4. Insomnia or hypersomnia
5. Agitated (restlessness) or retarded (slowed down)
6. Fatigue or loss of energy
7. Feelings of worthlessness or excessive guilt
8. Diminished ability to think or concentrate or indecisiveness
9. Recurrent thoughts of death or suicidal thoughts or actions.
All symptoms except 9. occurring nearly every day.
Symptoms must cause clinically significant distress or impairment in social, 
occupational or other important areas of functioning.
Symptoms must not be due to substance use or general medical condition.
Symptoms must not be due to the death of a loved one (i.e., occur for longer than 
two months or constitute a more severe functional impairment, preoccupation with 
worthlessness, suicidal ideation, psychotic symptoms or psychomotor retardation).
71
Clinical
Section
Summary of the Clinical Section
Summary of the Clinical Section
This section contains a placement summary for each of the four core clinical 
placements as well as the final year specialist placement completed during training. 
Five formal clinical case reports have been submitted in full in a confidential clinical 
volume, along with a record of all placement documentation including placement 
contracts, clinical activity log books and supervisor evaluation forms. The case reports 
reflect the variety of clinical work carried out over the three years. A summary of each 
of the case reports is provided in this section. To ensure client confidentiality all names 
and identifiers have been changed or removed.
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Adult Mental Health Core Placement Summary
Placement location: Department of Psychology, Graylingwell Hospital, Chichester.
Trust: Chichester Priority Care Services NHS Trust
Dates: September 1996 to February 1997
Supervisor: Bill Reavely
Summary of experience
This placement involved working as a member of a uni-disciplinary adult mental health 
psychology service based in a general hospital and a primary care clinic. Methods of 
assessment included assessment for treatment interviews, observations, diaries, and 
cognitive and psychometric assessments. Interventions included individual, couple and 
group therapy rooted within behavioural and cognitive behavioural models. During this 
placement I worked with sixteen clients who presented with a range of issues including: 
anxiety; depression; sleep problems; obsessional compulsive disorder; gender 
dysphoria; thought disorder; social phobia; body dysmorphic disorder; marital 
difficulties; post traumatic stress disorder, and; chronic fatigue syndrome.
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Adult Mental Health Case Report Summary
A cognitive behavioural assessment and treatment intervention of a ciient 
with obsessive compuisive disorder
Referral and presenting problem: Mrs. Smith (pseudonym), a 50 year old woman 
was referred to the service by her GP for assessment and intervention. She was 
described as having depression and a cancer phobia.
Initial assessment: The assessment involved determining the precise nature of Mrs. 
Smiths’ difficulties, treatment suitability, and determining her goals for therapy. Mrs. 
Smith described having intrusive anxious and fearful thoughts of breast and skin 
cancer, and described a number of checking behaviours. A number of assessment 
tools were administered.
Formulation: Mrs. Smith’s problems were formulated within a cognitive behavioural 
model and a grief therapy model. The intervention was based on a cognitive- 
behavioural model of obsessional compulsive disorder (OCD). The three main features 
of Mrs. Smith’s OCD were identified as obsessions, compulsive behaviours and 
avoidance behaviours. A number of triggering stimuli were identified as provoking the 
obsessional thoughts, and compulsive checking behaviours to neutralise them. These 
behaviours were reinforced by anxiety relief.
Action plan and implementation: Treatment was based on an exposure and 
response prevention model for obsessions with overt compulsive behaviour. This 
involved: deliberate exposure to all previously avoided situations; direct exposure to 
feared stimuli, including thoughts, and; prevention of compulsive rituals and 
neutralising behaviours. Twelve sessions were undertaken with Mrs. Smith on a weekly 
basis. Issues of relapse prevention were discussed in the final two sessions.
Outcome: Based on subjective reports from Mrs. Smith, and on her scores on the pre 
and post assessment tools, she experienced a significant improvement in symptoms. 
The formulation of the problem within a cognitive behavioural model appeared to have 
been supported. The strengths and weaknesses of the work were considered.
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People with Learning Disabilities Core Placement Summary
Placement location: Wandsworth Community Team for People with Learning
Disabilities, Springfield Hospital, London.
Trust: Wandsworth Community NHS Trust
Dates: March 1997 to September 1997
Supervisor: Chris Lenham
Summary of experience
This placement involved working as a member of a multi-disciplinary community team 
for people with learning disabilities. Methods of assessment included assessment for 
treatment interviews, interviews with professionals and relatives, observation, ABC 
diaries, time lines, and cognitive and psychometric assessments. Interventions were 
rooted within behavioural, cognitive behavioural and systemic models. During this 
placement I worked with eleven clients who presented with mild, moderate, severe and 
profound learning disabilities. Presenting problems included: difficult to manage 
behaviours; persistent offending; autism; assessment of ability to consent to marriage; 
unresolved grief; depression, and; obesity. This work involved extensive liaison with 
other members of the multi-disciplinary team and external agencies, particularly social 
services.
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People with Learning Disabilities Case Report Summary
A cognitive behaviourai assessment and treatment intervention of a 
iearning disabied client with depression
Referral and presenting problem: Mr. Brown (pseudonym), a 38 year old man with a 
borderline learning disability was referred to the service by the team Registrar for 
assessment and intervention. He was described as having depression.
Initial assessment: The assessment involved determining the precise nature of Mr. 
Browns’ difficulties, treatment suitability and determining his goals for therapy. Mr. 
Brown described experiencing episodes of anxiety and low mood. A number of 
assessment tools were administered.
Formulation: Based on Mr. Brown’s own account of his problems, self-report 
measures and his responses to standardised measures, Mr. Brown’s problems were 
formulated within a cognitive behavioural model of depression. It was hypothesised that 
Mr. Brown’s early experiences led him to develop dysfunctional assumptions or 
schemata about himself and the world, which were activated when his father had a 
stroke, and excessive demands were placed upon him. Once activated, the 
dysfunctional assumptions produced an upsurge of negative thoughts, which in turn led 
on to behavioural, motivational, affective, cognitive and somatic symptoms of 
depression, which served to maintain his depression.
Action plan and implementation: Treatment was based oh cognitive behavioural 
therapy for depression, the methods of which were simplified to ensure they were 
appropriate to Mr. Brown’s level of cognitive functioning. However, the essential 
components were always maintained, i.e., establishing the relationship between 
thought, feeling and behaviour; setting an agenda; monitoring thoughts; isolating 
negative thoughts; attempting to elicit underlying assumptions; reviewing the accuracy 
of these cognition’s; generating alternative thoughts and practising them in, and 
between sessions. Sixteen sessions were provided, on a twice weekly basis.
Outcome: Whilst Mr. Brown did not experience total problem removal, he did appear to 
experience some improvement as demonstrated by his subjective reports and his 
performance bn pre and post intervention measures. The strengths and weaknesses of 
the work were considered.
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Children & Adolescents Core Placement Summary
Placement location: Department of Child and Family Psychological Medicine, St.
Peter’s Hospital, Chertsey.
Trust: Kingston and District NHS Trust
Dates: October 1997 to April 1998
Supervisor: Bruce Holroyd
Summary of experience
This placement involved working as a member of a multi-disciplinary child, adolescent 
and family service and a uni-disciplinary paediatric psychology clinic, based in a 
general hospital. Methods of assessment included assessment for treatment 
interviews, observation, ABC diaries, time lines, geneograms, and cognitive and 
psychometric assessments. Interventions included behavioural therapy, cognitive 
behavioural therapy, systemic family therapy and parent training. During this 
placement I worked with eleven clients who presented with a range of issues including: 
sleep problems; obesity; bullying; school refusal; anxiety; somatic symptoms; enuresis; 
Aspergers syndrome; family conflict; sibling rivalry; Klinefelters’ syndrome; physical 
abuse, and; family adjustment. This work involved extensive liaison with other 
agencies, including social services, education and health. A research project was 
conducted exploring paternal role identity and involvement in child related activities for 
a population of referred and non-referred fathers.
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Children & Adolescents Case Report Summary 
A structural family therapy assessment and treatment intervention
Referral and presenting problem: Patrick (pseudonym), a 14 year old boy was 
referred to the service by his GP for assessment and intervention. He was described as 
having difficulty controlling anger, and his mother as having difficulty coping with his 
behaviour.
Initial assessment: The assessment was conducted over a number of clinical 
interviews. The following emerged as significant aspects of Patrick’s family and 
personal history: Patrick’s mother and father were divorced; there were a number of 
communication difficulties within the family, which lead to poor conflict resolution; there 
was a significant history of the use of avoidant coping strategies within the family.
Formulation: Patrick’s problems were formulated within both a structural model of 
family therapy and a behavioural perspective. The intervention was based on the 
structural formulation. It was hypothesised that: the family had difficulty adjusting to a 
change in the family structure; the family structure had had difficulties adjusting to a 
change of both internal and external circumstances; the boundaries between the 
different subsystems within the family were unclear, and there was too much 
movement and a lack of clear communication between them; there were a number of 
sources of stress within the suprasystem which contributed to a disruption of 
disequilibrium of the whole family; they had difficulties in negotiating developmental 
transition, and; Patrick's aggressive behaviour was acting as a distance regulator.
Action plan and implementation: This involved using structural family therapy to: 
facilitate a familial shift whereby Patrick’s behaviour was understood within a family 
context; alter the composition of subsystems, and; alter the hierarchies within the 
subsystems.
Outcome: Based on the subjective reports from the family and the observations of the 
therapists, the formulation of the problem within a structural family therapy model 
appeared to have been supported. Whilst the family did not experience total problem 
removal, they did appear to experience some improvement as demonstrated by the 
observations of the therapists and subjective reports from the family.
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Older Adult Core Placement Summary
Placement location: Department of Clinical Psychology, Surbiton Hospital, Surrey.
Trust: Kingston and District Community NHS Trust
Dates: April 1998 to September 1998
Supervisor: Catherine Dooley
Summary of experience
This placement involved working as a member of a uni-disciplinary psychology 
department for older adults. Methods of assessment included initial assessment 
interviews; cognitive assessments; neurological assessments; psychometric 
assessments; and; observational assessments. Interventions included those rooted 
within systemic therapy, cognitive behavioural therapy, behavioural therapy, narrative 
therapy, grief therapy and psycho-educational models. During this placement I worked 
with ten clients who presented with a range of issues including: physical health 
problems; challenging behaviour; memory difficulties; generalised anxiety; 
bereavement; carer issues; epilepsy, and; depression. This work involved extensive 
liaison with, and consultation to, other agencies including social services and health. 
Special activities on this placement included: participation in the development of a 
depression assessment and treatment protocol with the older adult mental health 
service, and; the joint development of a memory group protocol with a colleague.
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Older Adult Case Report Summary
A neuropsychological assessment of an older adult with memory 
difficulties
Referral and presenting problem: Mrs. 0. (pseudonym), a 75 year old woman, was 
seen at her own request. She self-referred to the service for a formal assessment of 
her memory difficulties. She reported difficulties with her ‘everyday memory', and a 
reduction in her ability to concentrate on tasks. Mrs. C. had been diagnosed as having 
epilepsy two years prior to the assessment, which was controlled by medication. She 
described having experienced a number of life events in the two years prior to the 
assessment.
Assessment: A number of assessment tools were used: clinical interviews; review of 
previous medical notes; the National Adult Reading Test; the Wechsler Adult 
Intelligence Scale - Revised; the Adult Memory and Information Processing Battery; the 
Rivermead Behavioural Memory Test; the Test of Everyday Attention; the Controlled 
Oral Word Association Test, and; the Hospital Anxiety and Depression Scale.
Summary of findings: Mrs. C.’s cognitive profile was characterised by variability. 
Whilst still within the average range, her current level of intellectual functioning was 
impaired when compared with her pre-morbid estimates. However, her deficits were 
not global as she did posses a number of cognitive strengths. Her cognitive profile did 
not seem to be consistent with that which one would expect from a diagnosis of primary 
dementia. It was hypothesised that: Mrs. C.’s cognitive difficulties were related, in part, 
to an organic impairment caused by epilepsy; Mrs. C.’s anti-epileptic medication may 
have been a minor contributory factor towards her current level of functioning, and; the 
recent life events experienced by Mrs. C. may have increased her anxieties, which may 
have exacerbated her cognitive difficulties.
Recommendations: Mrs. C. was offered six sessions to explore practical strategies 
she may find helpful in reducing the effects of her cognitive impairments. In reviewing 
her progress made in these sessions, she reported finding the external memory aids 
and the anxiety management strategies particularly helpful in reducing her difficulties. 
Mrs. C. was encouraged to discuss the possible impact of her medication on her 
cognitive functioning with her Consultant Neurologist, and was referred to the 
departmental Counsellor for Carers for individual support.
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Child & Family Specialist Placement Summary
Placement location: Child and Family Department, Tavistock Clinic, London NW3. 
Trust: The Tavistock and Portman NHS Trust
Dates: September 1998 to April 1999
Supervisor: Rita Harris
Summary of experience
This placement involved working as a member of a community focussed multi­
disciplinary child and family team, based at the Tavistock Clinic. Methods of 
assessment included initial assessments for short-term and longer-term interventions; 
cognitive assessments; projective assessments; geneograms, and; school based 
assessments. Interventions included those rooted within systemic family therapy, 
psychodynamic, and narrative therapy models. During this placement I worked with 
twenty two clients who presented with a range of issues including: parental and sibling 
bereavement; substitute care placement breakdown; divorce and reconstituted families; 
sleep problems; school refusal; depression; child protection; learning difficulties; 
physical abuse and emotional abuse; post natal depression, and; family adjustment. 
This work involved extensive liaison with, and consultation to, other agencies including 
social services, education and health. Special activities on this placement included the 
independent provision of a primary care early intervention service for parents with 
children under five years; work as a member of a systems supervision group; teaching 
to other professionals, and; attendance at the Clinic lectures, seminars, workshops and 
clinical and scientific meetings. A research project was conducted during this 
placement which explored social workers’ beliefs regarding contact between children in 
permanent substitute care and their birth relatives.
87
Child & Family Specialist Placement Case Report Summary
Child & Family Specialist Placement Case Report Summary 
A cognitive and projective assessment of a twelve year old boy
Referral and presenting problem: Jamie (pseudonym), a 12 year old boy was 
referred to the clinic by his social worker for assistance in completing an assessment 
regarding what form of permanent substitute care would most appropriately meet 
Jamie’s needs. A cognitive and projective assessment was carried out to supplement 
the clinical assessments carried out by other members of the team
Information sources and assessment tools used: A number of information sources 
and assessment tools were used: clinical interviews; review of case notes; interview 
with Jamie’s year head teacher; the Wechsler Intelligence Scale for Children, Third 
Edition UK (WISC-III UK); the Wechsler Objective Reading Dimensions (WORD); the 
Object Relations Test; the Kinetic Family Drawing Test, and; the House-tree-person 
Test. The following emerged as significant aspects of Jamie’s family and personal 
history: he was an only child; his mother died from breast cancer two years prior to the 
assessment; he did not have any contact with his father, and it was unclear whether he 
was still alive, and; he was living with a friend of his mother’s at the time of the 
assessment, following the breakdown of three placements.
Summary of findings: Jamie’s performance on the cognitive assessments was 
extremely varied. His performance indicated that he was functioning within the ‘low’ to 
‘average’ range of abilities. Some of Jamie’s descriptions and drawings on the 
projective assessments related to quite destructive and aggressive acts. It was 
hypothesised that the life events Jamie experienced prior to the assessment may have 
affected his performance, particularly in relation to his confidence in his abilities. It was 
also hypothesised that with the correct support he had the ability to do well at school.
Recommendations: In response to the initial request for help in eliciting what type of 
placement may be appropriate for Jamie, the following recommendations were made: 
it was thought essential that extreme care should be taken when planning any 
changes to either his current living and/or school situation; that consistency and a 
sense of permanency are provided in relation to both Jamie’s home and school 
environments, and; that therapeutic input be provided for Jamie once these 
environments were in place.
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Summary of the Research Section
This section contains the three research components of the course completed over the 
three years of training. The first component comprises a literature review from Year 
One, covering the topic area of the role of the environment in the therapeutic process. 
The second component comprises a small scale research project that also fulfils the 
requirements for research carried out on placement in Year Two. This was a 
quantitative study that explored paternal role identity and involvement in child related 
activities for a population of referred and non-referred fathers. Finally, the large scale 
project completed in Year Three was concerned with a different topic area, and utilised 
qualitative techniques, thus developing my understanding of differing research 
methodologies in differing contexts. This research explored social workers’ beliefs 
regarding contact between children in permanent substitute care and their birth 
relatives. To ensure participant confidentiality, all names and identifiers have been 
changed or removed.
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The role of the environment in the therapeutic process.
Year One 
September 1997
Literature Review -  Year One
Introduction
Authors have long been keen to evaluate the impact the environment of therapeutic 
settings has on individuals. For over three decades the effects of environmental 
conditions existing within institutions for people with physical and mental health 
problems have been a focus for concern and controversy. There is a growing body of 
opinion that the well-being of all users of healthcare buildings, particularly patients, is 
affected by environmental factors. Clinicians are often quite aware of the ways in 
which the environment affects the quality of the therapeutic process in these settings. 
All too often, however, the environment represents one of the most neglected and 
hidden components of the therapeutic process.
Research has demonstrated that environmental variables have been found to be 
closely related to health and illness, the prevention and reduction of psychological and 
social problems, and that indexes differentiating amongst environments appear to be 
related to specific physiological and behavioural reactions (Leiderman and Shapiro, 
1964; Moos, 1973; Winkel and Holahan, 1985; Ulrich, 1991). The effect of the 
therapeutic environment on staff, patients and visitors has been documented in 
research (Rice et a/., 1980), and many studies have focused on identifying factors 
within the environment that promote quick recovery (Parent, 1978; Winkel and 
Holahan, 1985; Ulrich, 1984, 1991). Recent research has demonstrated that for some 
populations, the environment can become a coping resource (Holman and Stokols, 
1994).
The role of the environment in facilitating the therapeutic 
process for specific populations
The types of environment required to facilitate the therapeutic process are likely to be 
different for different populations. Winkel and Holahan (1985) suggest that general 
and psychiatric hospitals can adversely affect the therapeutic process, and highlight a 
number of important differences between the environments of these settings that 
influence the therapeutic process.
Empirical findings have highlighted the importance of incorporating the environment 
within the therapeutic process for specific populations. Such populations include:
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people with cognitive impairments, such as older adults (Hiatt, 1990), where the 
environment can communicate images, expectations and cues that clarify what the 
individual might do, and can facilitate cognition and language production, and; 
children with autism (Suedfield and Schwartz, 1983; Harrison and Barabasz, 1991), 
where a number of studies have demonstrated a reduction in autistic symptomatology 
by restricting environmental stimulation.
This can be further demonstrated by research which suggests that people with long 
term mental health problems, such as those with a diagnosis of schizophrenia, are 
particularly vulnerable to the environment, both in their interactions with other people 
and to the wider context in which these occur. Wing et al., (1970) documented the 
adverse effects of rigid, under stimulating and impersonal hospital environments, and 
the beneficial clinical results of environmental improvements. Neuropsychological 
impairments in attention, information processing, learning and memory are well 
documented for this client group (Harvey et al., 1993; Neuchterlein et al., 1992; and 
Goldberg et al., 1993). These and other deficits mean that stimulating and confusing 
environments may result in a worsening of symptoms, such as hallucinations, 
paranoid ideas or disturbed behaviour. Alternatively, in an attempt to prevent their 
vulnerable cognitive and perceptual processes being overwhelmed by unmanageable 
information, patients may reduce their level of social interaction, perhaps resulting in 
an increase in the negative symptoms of schizophrenia.
Smith et al. (1996) presented the results of a study which purported to measure the 
effects of planned changes on the therapeutic environment provided by a hospital 
ward for people with long term mental health problems. Using the Ward Atmosphere 
Scale (Moos, 1974), they demonstrate that a treatment environment can be modified 
to enhance the therapeutic process. An environment was set up to encourage mutual 
support, social interaction and a sense of responsibility for self and others. The quality 
of the environment was designed to promote self-esteem and the development of a 
sense of self was encouraged through an emphasis on personal space and property. 
In order to provide a matrix (Roberts, 1983) for fragile selves, the structure of the ward 
and its programme was designed to have clear and explicit boundaries (Roberts and 
Smith, 1994). As noted by Gunderson (1978), structure allows patients to feel safe in 
their environment and helps to promote change in maladaptive behaviour patterns. 
This work, although not without limitations, has had far reaching effects on the 
provision of care for patients with cognitive deficits, autism, and long term mental
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health problems (Hiatt, 1990; Harrison and Barabasz, 1991; Smith et al., 1996), and 
demonstrates ways in which the environment has been utilised to enhance the 
therapeutic process for these populations.
Hospitalised adolescents and their health care environments have been the subject of 
many articles in the literature. The adverse effects of hospitalisation on adolescent 
patients have been well documented (Denholm, 1985). Studies carried out on 
adolescent populations hospitalised for physical health needs have identified negative 
emotional reactions of guilt, blame, resentment and helplessness in adolescents up to 
five years after discharge from hospitalisation (Bernstein, 1971; Turgay and Sonuvar, 
1983). Conversely, authors such as Denholm (1990), found that hospitalisation can 
have a less than negative, and possibly even a positive outcome for some 
adolescents.
It is widely accepted that when adolescents enter hospital, they have special needs in 
addition to their medical and/or mental health needs (Francis et al., 1988). The 
particular stage of development of adolescents, characterised by expectations of and 
desires for increasingly autonomous actions, makes knowledge of the role of the 
environment in facilitating therapeutic processes an especially important topic for this 
population.
This review examines the literature which purports that the environment can facilitate, 
and indeed, hinder the therapeutic process for adolescents. Whilst views of 
adolescence differ, for the purpose of this paper, ‘adolescence’ will be defined as “a 
continuous process, a time of transition from childhood to adulthood marked by a 
continuation of previous developmental stages and affected by them in its 
developmental course.” (pg. 19, Gaoni et al., 1994). The therapeutic environment is 
seen to include the spatial and physical structures (its architecture, facilities and 
furnishings), and the heterogeneous composition of patients and staff who populate it. 
It is seen to be influenced by social, organisational and information systems, as well 
as the shifting dynamic subgroupings of the users of a setting (Sime, 1995).
Historical Perspective
Traditionally, research exploring the role of the environment in the therapeutic process 
has tended to focus on the design quality of therapeutic environments. Several
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studies highlighted the importance of including the dimensions of physical design as 
part of the overall therapeutic regime in psychiatric care, and demonstrated that a 
behaviour change can be effected through modification and study of the physical 
environment (Newman, 1972; Sommer, 1973). Holahan (1974), for example, 
demonstrates that seating arrangements have a major influence on social behaviour 
in psychiatric hospitals, Scotto (1988) purported that since interpersonal interaction is 
so basic to a therapeutic process, architecture must adapt itself to therapeutic goals, 
creating spaces that are themselves therapeutic. This is supported by authors such as 
St. Clair (1987), who discussed the methodology for designing and constructing a 
psychiatric hospital with an interior environment that would therapeutically influence 
patient behaviour by influencing the perception of space.
Much controversy surrounds the notion of what design is best for a particular 
environment. Indeed, inappropriate building design has been found to hinder the 
potential of a building to achieve the aims of its users (Tyerman and Spencer, 1980; 
Cooper, 1982; Canter and Donald, 1986). If the design of therapeutic environments is 
not focused on the needs of its users, it is conceivable that the therapeutic process 
may be hindered. Likewise, well designed healthcare settings have been found to 
improve the therapeutic process (Senior and Scher, 1995). Authors have presented 
guidelines to help architects create more sensitive therapeutic environments. Factors 
considered important include the spatial layout and design of hospital environments, 
privacy, personal control and independence, social relationships and levels of 
environmental stimulation (Winkel and Holahan, 1985; Gulak, 1991).
Clancy (1976) emphasised the need to remember that the physical environment is but 
one component of the total environment, and that whatever component of the 
environment is extracted for study, it is clearly evident that it not only acts upon other 
components and thereby changes them, but in doing so it changes the 'total' 
environment and thereby induces change in itself. She reinforced the need for 
research showing a greater level of sophistication and a rejection of simplistic, 
deterministic studies of the person-environment relationship.
Canter and Canter (1979) postulated a holistic perspective of the environment which 
cites the physical, emotional, social, intellectual, economic and political aspects as 
being the important components of any environment. They demonstrate how the 
consideration of one aspect of the environment independent of another can be
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misleading. This view was supported by authors such as Hiatt (1990), who suggested 
that in order to gain a full understanding of a setting, the physical, psychological, 
social and cultural attributes of the environment should be considered simultaneously.
The current climate of service provision within the NHS, where there is growing 
concern about the provision of high quality patient care, has become increasingly 
focused on maximising therapeutic potential. One of the first steps towards 
maximising therapeutic potential is recognising the importance of aspects of the 
environment, and how they can facilitate, and indeed, hinder the therapeutic process. 
Only then can this knowledge be drawn on to guide practice.
Models that support the role of the environment in the 
therapeutic process
A number of models have been put forward which suggest that adolescents are 
particularly vulnerable to environmental factors. It is beyond the scope of this review 
to examine all of this work in detail, but it is useful to highlight some of the main areas 
relevant in considering the role of the environment in therapeutic processes for this 
group. To this end, behavioural, developmental and transactional models are now 
considered.
A behavioural perspective
Social learning theorists, such as Bandura (1977), have conceptualised human 
behaviour as the joint product of biological dispositions, the socialisation process, and 
the experiences with material objects, events and structures that surround us. In turn, 
persons continuously shape and alter the physical and social conditions under which 
they live, suggesting that behaviour is inexorably linked to the existing physical 
structures that surround us. On the basis of this model, Kanfer et al. (1978) purport 
that it is a basic tenet of behaviour therapy that physical and social environments 
constitute a major influence in the modification and maintenance of human behaviour. 
They suggest that it is this emphasis on the environment that differentiates the 
approach from dynamic therapies. However, despite the alleged environmentalism of 
behavioural therapists and researchers, little explicit work has been carried out which 
incorporates the structured use of the environment in therapeutic interventions.
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As a result of studies which evaluated the potential contributions of responsive 
environments in the treatment of behaviour disorders and problems, devices for 
improving the presentation of particular stimuli and response consequences were 
introduced to control environmental influences, such as Schwitzgebel’s (1968, cited in 
Kanfer et al., 1978) use of portable transmitters for data collection from adolescent 
‘delinquents’. Studies related to sensory and perceptual deprivation, and isolation 
provide a body of literature that describes behavioural deficits occurring in low- 
stimulus environments (Zubek, 1969; Rasmussen, 1973). Specific therapeutic 
environments analogous to those used in the sensory deprivation experiments have 
also be used to identify people who may be at risk of maladaptive behavioural change 
(Parent, 1978).
In their paper, Kanfer et a/. (1978) described a project which sought to illustrate the 
translation of psychological concepts of a behaviourally oriented treatment facility into 
plans for its construction and operation. The project attempted to integrate planning of 
all the components of the social and physical environment to facilitate the therapeutic 
process and maximise treatment effects. These elements included not only the 
treatment programmes, staff, and technical equipment but also the organisation of the 
physical space and other elements of the architectural design. Their principles for the 
construction of the physical environment were derived from therapeutic concepts 
which included the admission criteria, treatment methods and therapeutic functions. 
Kanfer et al. (1978) suggested that their concepts reflected the fluidity and transience 
of therapeutic programmes, in which feedback and experience were accepted as a 
base for continuing change and improvement of programmes. They purported that the 
architectural plan was consistent with concepts of learning that stress the desirability 
of change. Unfortunately, there was no evidence within the literature to suggest that a 
post-occupancy evaluation of the setting was carried out in order to support their 
claims that the integration of all components of the environment would facilitate the 
therapeutic process and maximise treatment effects.
A developmental perspective
Loevinger (1976) put forward a developmental model of identity formation based on 
empirical evidence. Her model was based on one of four lines of development (ego, 
physical, psychosexual, and intellectual), which were conceptually distinct. She 
suggested that ego development proceeds through a series of stages, believed to be 
hierarchical and invariant in sequence, which mark a continuum of increasingly
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complex and differentiated means by which one perceives oneself, the world, and 
one’s relationship in it. Investigations within the clinical sphere have indicated that 
recognition and appreciation of an individual’s current stage of ego maturation is 
crucial to effective intervention (Kroger, 1996).
From a theoretical base, Swenson (1980) described what he believed to be the 
implications of Loevinger’s model for therapeutic interventions. Drawing attention to 
the importance of both individual and environmental variables on client behaviour, 
Swenson saw responses of those at less complex stages and levels of ego 
development to be more subject to environmental influences, while those at higher 
stages were more capable of either changing or transcending their environments. 
Swenson highlighted two transition periods that would have relevance for 
adolescents: the transition from behaviour according to self interest to regulating 
one’s interests with those of others, and; the transition from this to the internalisation 
of rules, and at the same time, experiencing greater mutuality in relationships. 
Swenson found it necessary to recognise the impact of the environment before, 
during, and after these transitions in the planning of therapeutic interventions. 
Swenson suggested that for adolescents below the conformist stage, the environment 
was having enormous influence on behaviour, and as such purported that therapy 
should be directed towards changing the adolescents environment.
Laufer and Wolfe (1977) found that the personal significance of having space 
exclusively to oneself and the opportunity to be alone when desired, increase 
considerably during adolescence. In their developmental study of the subjective 
meaning of privacy, the authors reported that the importance attached to controlling 
other people’s access to the respondents’ spaces rose between the ages of 13 to 17. 
Within the adolescents’ concepts of privacy, the most striking increase was the growth 
of importance regarding control over information, especially concerning the self. This 
points to the close interplay of the person-environment relation, on the one hand, and 
the self concept, or identity, on the other. This is supported by authors such as 
Chawla (1992) who suggests that during adolescence, there is a need for undefined 
space and private refuges, where people can formulate their own worlds and test new 
social relationships and ideas.
Proshansky (1978) made this point more strongly by postulating that ‘place-identity’ 
exists as a component of an individual’s self and defines the ‘personal identity in
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relation to the physical environment’ (p. 155). Addressing changes in environmental 
experience during development, Ittelson et al. (1976) suggested that the 
differentiation of self and environment in childhood may be followed by a process of 
reintegration which leads to a new sense of identity with the world, i.e., experiencing 
oneself as being part of the world, with the self and the environment existing as 
inextricably intertwined systems as opposed to independent units. Hormuth (1984) 
demonstrated that in turn, a change of environment can serve the purpose of initiating 
changes in the self concept. Disturbance in the self-environment relationship, which 
result from either a lack of space to identify with, or a lack of control over available 
settings, may thus bear severe consequences which may influence the therapeutic 
process (Silbereisen and Noack, 1988).
Zimring (1981) viewed real or perceived lack of environmental control as a 
determinant of stress. A number of studies (e.g.. Burton and Williams, 1995), have 
focused on the sense of personal control one has over one’s environment, and 
suggest that providing individuals with a perception of control, particularly internal 
control, over a stressor reduces its negative impacts. Similarly, Stokols (1979) 
explained stress as the result of situations where an individual cannot reach 
personally significant goals in a setting, and cannot change the environment 
according to these goals. Silbereisen and Noack (1988) suggest that many problem 
behaviours of adolescents may be interpreted as attempts to gain control over the 
environment and to cope with a context which prevents the pursuit of their goals.
A transactional perspective
The transactional perspective focuses on the dynamic and reciprocal quality of 
people-environment transactions. It assumes that people’s interactions with their 
environments sometimes involve reactive adjustments to existing environmental 
conditions and, at other times, more active and goal-directed efforts to modify the 
environment in accord with specified preferences and plans. Typically, people shift 
back and forth between active and reactive orientations toward the environment. In 
uncontrollable or inflexible environments however, opportunities for changing one’s 
surroundings are restricted and the individual’s stance toward the environment thus 
becomes predominantly passive or reactive (Altman and Rogoff, 1987; Wohlwill and 
Heft, 1987; Holman and Stokols, 1994).
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Research has demonstrated that adolescent psychiatric units undergo frequent 
alterations in search of a workable steady state which will enhance the therapeutic 
process (Kahn and Boyer, 1980; Slaff, 1980; Hajal and Flaherty, 1988). This is 
demonstrated by Hajal and Flaherty’s (1988) paper, where they describe the 
transformation of a mixed adolescent eating disorder unit, which included adolescents 
and young adults, into an all adolescent unit. There was a divergence in the treatment 
philosophy between the eating disorder team which had a behavioural orientation, 
and the adolescent team which had a psychodynamic orientation. Over time, this 
produced increasing tension between the two teams, which, along with other factors, 
led to the mixed unit to be broken up with the two teams being placed in separate 
units.
There is evidence to suggest that the qualities of the adolescent therapeutic milieu 
affect the efficacy of treatment (Rigg and Fisher, 1971; Gunderson, 1978; Bond and 
Auger, 1982; Olds, 1982; Francis ef a/., 1988), and as such influence the therapeutic 
process. Research investigating the role of the therapeutic milieu in facilitating the 
therapeutic process has received a lot of interest in relation to the populations within 
the milieu, and whether it is more beneficial to have all-adolescent units, which allow 
adolescents to be together, and consequently, to provide mutual support (Francis et 
a/.,1988), or combined facilities. Authors have suggested that combined units, 
particularly when adults and adolescents are combined, are experienced by patients 
as social organisations which are both controlling and nurturing, and as a result, they 
evoke in patients reactions similar to those elicited by their families (Bond and Auger, 
1982; Hajal and Flaherty, 1988).
Hajal and Flaherty (1988) suggest that this evocative power of the unit as family is 
very strong for adolescents, and that given the state of disturbance in their families, 
patients yearn for a replacement family, or at least for a corrective family experience. 
They suggest that this process is complicated by the developmental push to 
differentiate and distance themselves from their families, causing the hospital unit to 
be experienced by some adolescents as an anchoring structure, not only for 
treatment, but also to develop a sense of self in their quest for autonomy and self- 
control. Hajal and Flaherty suggest that identificatory mechanisms are both fought 
against and yielded to, in an attempt to form and consolidate a nucleus of self. As a 
result, they felt that the dissolution of the unit was bound to disrupt the relationship
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established between the adolescent and the inpatient unit as a stable, dependable, 
constant group of others.
Hajal and Flaherty suggest that the experience of the adolescents was not unlike the 
reactions of children subjected to the break-up of their family, and as such 
conceptualised the process of the unit split and reorganisation along the model of 
break-up and divorce in families. They describe the move as being effected smoothly, 
with a minimum upheaval among staff and a minimum of treatment disruption. 
However, there are no measures reported in the paper to support this.
Hajal and Flaherty describe several factors which they felt were instrumental in 
facilitating the change, which related to the social and organisational environment of 
the setting. These included maintaining a philosophy that patients should be informed 
and made a part of the process of change, and the incorporation of extra community 
meetings in response to patients requests. They suggest that the patient’s reactions 
to the changes were consistent with the notion that the best way to deal with trauma is 
the assumption of an active stance, and related this to their patients being 
adolescents, in a stage of their development where reliance on peers and a counter­
dependent or autonomous attitude vis-à-vis parents represent two major features of 
their psychosocial functioning.
Gaoni et al. (1994) looked at the period of adolescence through the dimension of 
boundaries, and they examined how adolescence and boundaries affect one another. 
They suggest that during adolescence external physical and internal psychological 
boundaries are blurred and distorted, which thus need to be redefined. They suggest 
that the passage of this developmental stage can be facilitated by the climate and 
milieu being well defined, and having the environment provide clear boundaries. As 
adolescents test limits and boundaries, they need parental and therapeutic 
environments that set clear, consistent limits, and boundaries that respect the 
adolescents’ boundaries.
Methodological issues and measurement of the environment
Whilst the perspectives outlined above demonstrate that the environment does play a 
role in facilitating therapeutic processes for adolescent populations, they suffer from a 
number of methodological limitations. Most importantly, there has been very little
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empirical research in this area. While a large number of studies and reports have 
been published regarding the role of the environment in facilitating the therapeutic 
process, to date there does not appear to have been any randomised, controlled trials 
carried out. Indeed, papers which have sought to develop specific therapeutic 
environments, such as that described by Kanfer et al. (1978), which sought to 
illustrate the translation of a behaviourally oriented treatment facility into plans for its 
construction and operation, do not appear to have carried out any form of evaluation. 
This could well be related to many factors apart from the environment impinging on 
adolescents and influencing the therapeutic process.
Adolescent clients with similar diagnosis are a heterogeneous group, and the complex 
course of their development means that many years of follow-up are required in order 
to ascertain outcome with any degree of accuracy. Furthermore, it is likely that 
different environments are required in the different phases of development and with 
different conditions. In addition, the interaction between the environment and clinical 
presentation may be quite complex, so that environmental variables may directly 
influence symptoms, or symptoms may reflect a maladaptive attempt on the part of 
the adolescent to alter an unacceptable environment. Thus it is difficult to make any 
clear statements about the role of the environment in facilitating the therapeutic 
process. Moreover* due to the nature of the studies, multimodal treatment methods 
are frequently employed, rendering it difficult to determine which components of the 
environment are responsible for facilitating the therapeutic process. What remains 
unclear is what precisely constitute the facilitative factors in the environments offered.
There are few instruments available to measure treatment environments in general, 
and there is a distinct lack of standardised measures and instruments appropriate for 
adolescent populations. Studies which have sought to evaluate such settings have 
not utilised stringent methodological approaches. However, the environmental 
component of therapeutic settings represent one of the most challenging contexts in 
which to examine questions of a psychological nature.
Consumer views are increasingly being taken into account in the evaluation of 
psychiatric services, often with explicit emphasis on the quality of life (e.g., Lehman et 
al., 1986; Lehman, 1988). Francis et al. (1988) suggest that consumer involvement is 
one method that can be used in affective and physical design development. As 
adolescents are able to give meaningful opinions about aspects of the treatment
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environment which they find helpful or unhelpful (Hajal and Flaherty, 1988), this could 
well provide a fruitful means of evaluating the role of the environment in facilitating the 
therapeutic process. However, such methods of data collection are subject to their 
own methodological limitations.
Silbergeld et al. (1975) demonstrate that investigations have indicated that social 
atmosphere dimensions are definable and measurable. Several instruments are 
available for measuring the perceived social atmosphere in specific therapeutic 
milieus, none of which are designed for application in more than one setting. One of 
the most widely used to date, is the Ward Atmosphere Scale (WAS; Moos, 1974) to 
examine a range of the social aspects of psychiatric in-patient treatment settings. 
Relatively stable WAS results have been reported over months (Schmidt et al., 1979), 
however, planned changes in treatment environments are reflected in alterations in 
the WAS profiles on repeated measurement (Friis, 1986; Smith etal., 1996). It should 
be noted that there is a gap between the data yielded by the WAS and immediate 
clinical relevance, which renders interpretation difficult (Watson and Bouras, 1988). 
This could be related to the WAS being standardised on British wards 20 years ago, 
as it would be reasonable to suggest that there have been changes in ward 
environments since then. However, this instrument has been widely used and is a 
step toward the objective measurement of the therapeutic environment.
Age, demography and diagnoses
Other aspects of the studies make conclusions and generalisations difficult. For 
example, whilst they included adolescents, the ages of the subjects involved varied 
considerably, and the ranges were relatively large. Few attempts to examine gender 
and age differences, and the impact of the environment on therapeutic processes for 
adolescents have been conducted. Some evidence indicates that sociodemographic 
and other personal attributes are only minimally related to environmental perceptions 
(Moos, 1974, Lemke and Moos, 1987). However, limited empirical work on this issue 
has been conducted with adolescents, whose environmental perceptions may be 
especially subject to the influence of personal factors (Silbereisen and Noack, 1988).
It is also worth commenting on the poor amount of demographic and diagnostic 
information provided in the above studies. For example, they rarely indicated the 
diagnosis of clients, and indeed, whether or not they had used diagnostic criteria 
(such as DSM or ICD). The studies failed to provide information about the time
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periods involved, to comment on the psychiatric history of the subjects and whether or 
not previous therapeutic help had been given, and to give details of medication and 
whether or not it was controlled for. Additionally, they provided little information 
regarding the specific status of the staff involved in the provision of care. The lack of 
such information renders replication impossible, and seriously limits the 
generalisability of the findings.
Conclusions
One of the main intentions of this review has been to present evidence that bears 
directly on the critical role that the environment can play in facilitating the therapeutic 
process. It is, however, difficult to be specific about the components of such 
environments. In part this is due to the methodological problems inherent in this field 
of study. Indeed, because the studies have employed multiple forms of treatment, it is 
difficult to determine which aspects of the environment have, or indeed have not, 
been effective in facilitating the therapeutic process. Clinicians are often quite aware 
of the ways in which the environment affects the quality of the therapeutic process in 
these settings. All too often, however, the environment represents one of the most 
neglected and hidden components of the therapeutic process. Yet evidence suggests 
that poorly designed and planned environments not only create new difficulties both 
for patients and staff, but can also interfere with treatment effectiveness (Parent, 
1978; Winkel and Holahan, 1985; Ulrich, 1984, 1991). What is more, environmental 
factors have begun to be linked to important outcome measures that are used to 
assess treatment efficacy (Winkel and Holahan, 1985; Ulrich, 1991).
Although the models presented do not offer a final answer to the question of what role 
the environment plays in facilitating the therapeutic process for adolescents, they do 
shed considerable light on this issue. While much has been learned about the social 
and psychological consequences of therapeutic environments, much still remains to 
be understood at a broader conceptual level.
The behavioural and developmental perspectives demonstrate commonalties in the 
ways in which the environment may facilitate therapeutic processes, particularly in 
relation to physical and social aspects of the environment. These two approaches, 
rooted in empirically tested theories, do not seem to focus on the multidimensional 
components of the environment in the same way as the transactional perspective.
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which appears to lack sound theoretical grounding. Authors have suggested that a 
theoretical perspective relating psychological response to the environmental qualities 
of the treatment setting must be multidimensional (Clancy, 1976; Canter and Canter, 
1979; Hiatt, 1990). However, it appears the transactional world view of the role of the 
environment in therapeutic processes may well be more valuable conceptually than it 
is methodologically practical. The complexities inherent in this ultimately constructivist 
framework, with so many continuously interacting interrelated components, limits 
systematic and empirically rigorous work.
The search for variables that explain differential patient response to the social and 
physical character of the treatment setting must involve patient related factors and 
hospital organisation and rule structure, as well as the physical design of the setting 
itself. The factors that prevent greater attention to environmental quality must be 
sought in organisational, structural and philosophical orientations. Rather than 
assume that the environment is just something that should look ‘nice’, we must 
recognise that environmental change can be used to address the vast range of 
psychological and social problems that vulnerable populations, such as adolescents, 
confront in care delivery settings.
The majority of therapeutic settings are organised by people other than the patients 
who use them. While the literature documents the existence of environments 
developed specifically for adolescents, involvement of the patients in the design has 
been limited (Francis et al., 1988). The preferences of such adolescents and the 
attitudes which may underlie them constitute important information to be taken into 
account in planning services for this population. They pose questions about the extent 
to which such decisions can or should reflect clients opinions and wishes. Knowledge 
of clients’ attitudes should contribute to the constructive planning of service 
developments. The potential impact on each individual should be taken into account, 
recognising their emotional needs and the costs and benefits of change. The 
opportunity for clients to sample different social environments and pursue gradual 
change would provide the potential for informed choices within the possibility of 
adapting to new and beneficial social settings within the therapeutic setting (Hingley 
and Goodwin, 1994).
Such considerations point to the need to establish a clear basis for making decisions 
about the nature of the therapeutic environments provided for adolescents in general.
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taking into account individual preferences, psychopathology and developmental 
needs. What types of environments facilitate the therapeutic process for which 
populations of adolescents and why? Routine clinical practice and research both need 
to pay systematic attention to this question.
Future Directions
What this review has most clearly demonstrated is how very much we still need to 
know about the role of the environment in facilitating the therapeutic process. 
However, it is vital that the considerable amount we already know is applied. Empirical 
work needs to be carried out to evaluate these ideas using controlled studies with 
large sample sizes, and standardised outcome measures. Studies are needed that 
explore comparisons of individual versus combined treatment approaches, to gain an 
understanding of which components, in which combinations result in treatment gains. 
Further research is needed to elaborate the specific features of the therapeutic 
environment and the techniques required to create, maintain and evaluate them for 
this client group. Aspects of the therapeutic environment need to be identified that are 
appropriate to different types of contexts, to different subcultures and economic 
groups of adolescents. These aspects must then be utilised within the therapeutic 
process
This review has been guided by the assumption that adolescents share important 
similarities that allow for meaningful generalisability of findings among these groups. 
However, to date this can best be regarded as a working hypothesis. Studies that 
directly examine differences in adolescent populations in response to the same 
treatment environment are much needed. Such studies will help us learn which 
environments are most appropriate for particular adolescent populations, and why.
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Abstract
This study explored a father’s parenting role identity in men whose children had been 
referred to a child mental health clinic for behavioural problems, and those who had 
not been referred to a clinic for such problems. The relationship between parenting 
role identity and involvement in child-related activities was also explored. Data was 
collected from thirty fathers (12 referred, 18 non-referred) by postal questionnaire. No 
differences were found between the two groups on four dimensions of parenting role 
identity, or on involvement in child related activities. None of the dimensions of father 
parenting role identity made significant contributions to predicting involvement for the 
referred fathers. Only the competence dimension of parenting role identity made a 
significant contribution to predicting involvement for the non-referred fathers. There 
was evidence to suggest that some of the items on the Self-Perceptions of the 
Parental Role Scale were originally placed within inappropriate subscales. The 
limitations and clinical and research implications of the study are considered.
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1.0 Research Context
The initial ideas for this small scale research project grew out of a number of clinical 
questions posed to the author whilst on placement with the Department of Child and 
Family Psychological Medicine, St. Peter’s Hospital, Chertsey. It was evident to the 
author that there were inconsistencies amongst clinician’s beliefs regarding 
appropriate levels of paternal involvement and engagement in therapeutic 
interventions. After conducting a literature review of this area, it was evident that the 
research literature demonstrated similar inconsistencies, which will be explored in 
further detail later in the section entitled ‘Review of the Literature’.
The research literature highlighted the need for empirical work exploring factors that 
affect father’s involvement in therapy, and the implications of this for subsequent 
treatment outcomes. Clinician’s anecdotal evidence, which suggested that fathers 
who appeared to be more involved with their children were more likely to engage in 
therapeutic interventions, lent support to this. In light of the findings in the research 
literature and clinical practice, the research project initially sought to evaluate whether 
fathers’ parenting role identity and their perceived levels of involvement in child 
related activities affected their engagement in therapeutic interventions for their 
children. A general hypothesis guided the research: it was proposed that father 
parenting role identity and father involvement with their child(ren) would differ by level 
of engagement in therapeutic interventions. Level of engagement was based on 
clinicians’ binary ratings of ‘engaged’ versus ‘non-engaged’ fathers.
Unfortunately, the researcher was unsuccessful in obtaining sufficient data from the 
non-engaged’ father population, and was therefore required to change the emphasis 
of the study to one which compared paternal role identity and level of involvement 
with child(ren) for two groups of fathers. One group consisted of those father’s whose 
child(ren) had been referred to the clinic for behavioural problems, whilst the second 
group consisted of those father’s whose children were not seen to have behavioural 
problems, and had not been referred to any such clinic.
A copy of the Local research Ethics Committee approval for the study can be seen in 
Appendix One.
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2.0 Review of the literature
2.1 Introduction
The effects of family dynamics on children’s disturbance led to clinicians to attend to 
the whole family system in both assessment and treatment of disturbed children. 
However, Churven (1978) reported that in spite of the theoretical desirability of family 
assessment, professionals described difficulty in practice, particularly in relation to the 
engagement of fathers. This was supported by authors such as Martin (1985), who 
noted that fathers were frequently the missing family member in therapeutic 
interventions in which the family was involved. Kerr and McKee (1981) found that 
fathers tended to attend child health clinics only when requested to do so by their 
wives, or where there was a serious developmental issue to consider. Herbert and 
Carpenter (1994) described fathers as the ‘secondary partners’ as far as clinic 
attendance in a population of parents with Down’s Syndrome was concerned, and 
illustrated how, in some cases, fathers felt excluded from attending. Shapiro and 
Budman (1973) found that the father was the most pivotal figure in their family’s 
termination of treatment, as well as the member most frequently viewed as 
responsible for continuing therapy in those families which did not drop out.
Walters (1997) hypothesised that unaddressed losses in fathers had a great impact 
on family function and current symptomatology in children. She postulated that a 
father who was depressed was likely to be preoccupied and a less effective parent. 
Walters found that unaddressed losses in fathers can produce disorders of 
attachment, which in turn will affect the ability of the client to engage in therapeutic 
work. She postulated that through work aimed at their unaddressed losses, the men in 
her study were enabled to some extent, to become more effective as fathers.
The relative contribution the father makes to child and adolescent development has 
neither been fully nor universally appreciated. Although the father’s role in normative 
developmental processes such as attachment and social development have been 
examined, his influence on the development of children showing patterns of deviant or 
dysfunctional behaviour has not been fully explored. This may be due to the general 
tendency to blame mothers when their children show signs of maladjustment (Caplan, 
1989). Caplan purports that mother blaming is evident in clinical research and practice
115
Small Scale Research -  Review of the Literature
when maternal culpability for the client’s psychological problems is explored without 
the exploration of paternal culpability.
2.2 Gender patterns of attendance at clinics
There is a paucity of literature and recent data on the gender patterns of parents in 
relation to their attendance at children’s clinics (Walters, 1997). Berg and Rosenblum 
(1977) carried out a study in the US, which found that approximately 30% of families 
turned up at the first interview without the father. The authors reported that in general, 
fathers were more resistant than mothers about returning to the clinic. Similar rates of 
attendance were found in two studies carried out in East London. Churven’s (1978) 
study suggested that the majority of parents would co-operate in family assessment if 
specifically invited. However, he found that despite all families being visited by a 
researcher before attendance, only 10 fathers out of 25 families attended the child 
guidance clinic. Walters (1993) found that attendance by fathers at a Community 
Sleep Clinic was 31%, two thirds of whom were in the professional occupational 
group.
On the basis of the available literature it appears that, in general, fathers attend clinics 
at lower rates than do mothers. A number of rationales have been put forward to 
explain this. For example, Rubenstein and Levitt (1957) purported that many fathers 
do not accept therapeutic focus, that they used psychological defences which 
prevented them becoming involved in family problem solving, and that they would 
often not accept the need for family therapy. However, in evaluating gender patterns 
of attendance at clinics, one must consider gender within a cultural context.
2.3 Gender within a Cultural Context
Over the past few decades there has been a growth in research exploring the impact 
of social change within western society on parenting roles. It is evident that the roles 
of both mothers and fathers have shifted considerably over the past century in 
western society, and those changes are continuing. As a result of this, authors such 
as Dickstein et al., (1991) have encouraged therapists to be aware of men’s changing 
social roles and of how these roles might affect father’s psychological functioning. 
They highlight the need for therapeutic interventions that are sensitive to these social 
forces.
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Despite such social changes, and fathers being more involved in family life, there is 
evidence that even with mothers working outside of the home, mothers still carry the 
bulk of housework and child care responsibility (Scarr et al., 1993). In traditional 
British culture it is often accepted that mothers are the child-care experts in the family, 
and that they are the specialists in dealing with health professionals (Kerr and McKee, 
1981). The mother seeks out the health professionals and is sought out by them 
(Graham, 1984). Levine, Murphy and Wilson (1993) suggested that institutional 
barriers have worked against fathers' involvement in children’s lives. They argue that 
institutions such as schools and health care providers must actively seek paternal 
involvement to overcome the tradition of overtly or covertly dissuading fathers to 
participate in their children’s lives. There are however exceptions due to cultural 
variables. For example, in families from Asian cultures living in the UK, the father is 
more likely than the mother to speak English. As a result of this, he is more likely to be 
the person to deal with institutions regarding family matters, and may be the key 
figure in engagement of other family members (Messent, 1992).
2.4 Fathers’ Parenting Role Identity and Father Involvement
The diversity that characterises contemporary fathers is evident in most clinics. Russo 
(1979) suggested that the process of parenting, including developmental and 
systemic changes within the family, should be reflected in the parental roles. 
According to role theory (Penderson, 1985), the father role contains a man’s 
internalised conception of appropriate behaviour (his parenting role identity). This 
conceptualisation includes both culturally defined behaviour and individual variation of 
that behaviour. Although fathers are pressured to behave in normative ways, there 
are many appropriate ways for them to interact with children (e.g., teaching, 
disciplining, providing, playing, caretaking). Therefore it is reasonable to assume that 
how fathers define their role influences their behaviour (Ihinger-Tallman, Pasley and 
Buehler, 1993). Similarly, authors such as Burke and Reitzes (1981) and LaRossa 
and Reitzes (1993) purport that people behave in ways that reflect their role identities.
An American study carried out by Minton and Pasley (1996) explored a father’s 
parenting role identity in non-divorced, divorced and non-resident fathers, and the 
relationship between role identity and involvement in child-related activities. Using the 
Self-Perceptions of the Parental Role Scale (MacPhee, Benson and Bullock, 1986) 
and an adapted form of Ahrons’ (1980, 1983) father involvement measure (the validity
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and reliability of these measures will be discussed later), they found having a high 
level of competence, satisfaction, and investment in the father role were related to 
father involvement in child-related activities. The findings from Minton and Pasley’s 
study supported the notion that the more competent the father felt, the more satisfied 
he was, and the more invested he was in the father role, the more involved he was. 
They suggested that it was likely that involvement had a reciprocal effect on role 
identity such that involvement could strengthen, weaken, or alter one’s identity. The 
sample for this study were predominantly white, middle-class and highly educated 
American males, which clearly limits the generalisability of the findings. Minton and 
Pasley (1996) supported the need for further studies to further investigate how 
perceived competence in the father role influences involvement with children.
2.4:1 Clinical implications of paternal role identity and father involvement
There is a paucity of literature regarding the clinical implications of fathers’ parenting 
role identity and father involvement with children. However, a small number of studies 
have explored the relationship between both paternal and maternal role patterns and 
involvement with children in clinical populations. For example, whilst their study did 
not focus specifically on parenting role identity, Goldberg et al. (1986) demonstrated 
fathers were less involved than mothers in caring for developmentally delayed 
children. Father’s lower involvement paralleled their lower level of self-reported 
physical and psychological symptoms, and fewer feelings of distress. Fathers had 
higher self-esteem than mothers, which was also reflected in feelings that they had 
more control of their lives. Mothers were, in general, more involved, more distressed, 
and reported having less control over their lives. A similar distinction between mother 
and father roles has also been seen in the parents of chronically ill children (Gyolay, 
1978; Cook, 1984; Shulman and Seiffge-Krenke, 1997).
Margolin and Larson (1988) carried out a study looking at parents’ desired levels of 
involvement with their children from a different perspective: in terms of parents’ 
involuntary participation in family work and violence toward children. By 
conceptualising involuntary participation as a type of role strain, they found that it had 
a greater impact on mothers than on fathers and that it was more strongly associated 
with maternal violence toward children than in relation to fathers.
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2.5 The effectiveness of fathers’ involvement in therapy
Relatively few studies have investigated whether fathers’ involvement is related to 
therapeutic effectiveness, and even fewer have investigated the effectiveness of the 
amount and quality of fathers’ participation in the therapy session (Phares, 1996). 
However, researchers and clinicians with a wide variety of theoretical orientations 
have supported the inclusion of fathers in therapy for child and family problems. 
Martin (1985) purports that fathers need to be incorporated into the treatment plan for 
improving family relationships. From a systems perspective, a change in the father’s 
behaviour will precipitate changes in the behaviour of his children, as well as in the 
behaviour of other family members. Whether the changes are positive or negative 
depends a great deal upon the father’s skill and his ability to communicate his need 
for those changes. The importance of including fathers in the treatment of child 
emotional/behavioural problems and family problems has also been noted in the 
psychoanalytic literature (e.g., Atkins and Lansky, 1986; Lansky, 1992), behavioural 
parent training literature (e.g., Budd and O’Brien, 1982; Horton, 1984), and family 
therapy literature (Guillebeaux, Storm and Demaris, 1986; LeCroy, 1987). However, 
with the exception of the behavioural parent training literature, empirical investigation 
of the importance of including fathers in child oriented therapy has been limited.
A small number of studies have been carried out to evaluate the impact of fathers’ 
inclusion versus exclusion in therapy for child problems. They have all evaluated the 
impact of paternal involvement in behavioural parent training (Adesso and Lipson, 
1981; Firestone, Kelly and Fike, 1980; Martin, 1977; Webster-Stratton, 1985). Overall, 
these studies provide ambiguous evidence for the inclusion versus exclusion of 
fathers in behavioural parent training, rendering any conclusions extremely tentative.
A number of studies have investigated whether or not different treatment effects are 
obtained for mothers and fathers when both are included in different types of 
therapeutic interventions (Alexander et a/., 1989; Dadds et al., 1987; Henggeler et al., 
1986; Nicol et al., 1988; Reisinger, 1982; Webster-Stratton, Kolpacoff and 
Hollinsworth, 1988; Webster-Stratton, Hollinsworth and Kolpacoff, 1989). Overall, the 
studies suggest that there are more similarities than differences in the therapeutic 
gains made by mothers and fathers involved in a variety of therapeutic interventions 
for a variety of child problems.
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2.6 Rationale for doing the study
Although research and anecdotal evidence has demonstrated that fathers participate 
in child and family therapy at lower rates than do mothers (Churven, 1978; Kerr and 
McKee, 1981; Martin, 1985, Herbert and Carpenter, 1994), a number of clinicians 
(e.g., Atkins and Lansky, 1986; Guillebeaux et al., 1986; LeCroy, 1987; Walters,
1997) have noted the importance of fathers involvement in child and family therapy 
based on their clinical experience. Although many issues have been addressed in the 
empirical literature, numerous questions remain unanswered regarding fathers’ 
involvement in therapy. It is evident from the studies previously described that there 
are a number of inconsistencies in their findings. The conclusions based on empirical 
evidence can only be considered tentative due to the methodological weaknesses 
inherent within them, and a wide gap remains between empirical research and 
publications based on clinical practice.
Authors such as Phares (1996) have highlighted the need for further research to 
ascertain factors that affect fathers’ involvement in therapy and the subsequent 
outcome of therapeutic interventions for child and family problems. This 
recommendation has been implemented in the present study by evaluating whether 
father’s parenting role identity and their perceived levels of involvement in child 
related activities differed between fathers whose child(ren) had been referred to a 
child mental health clinic for behavioural problems, and those who had not. As 
previously discussed, American authors such as Minton and Pasley (1996) 
demonstrated that having a high level of competence, satisfaction and investment in 
the father role were related to father involvement in child-related activities. This study 
sought to investigate whether these findings could be integrated within the clinical 
field for a British population. Clinicians’ anecdotal evidence, which suggested that 
father’s who appeared to be more involved with their children were more likely to 
engage in therapeutic interventions supported this integration.
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3.0 Research Hypotheses
The purpose of this study was to explore paternal role identity and involvement in 
child-related activities with a group of fathers with children aged 4-10 years who were 
referred to the child mental health clinic (CMHC) for behavioural problems, as 
identified by the original referral letter, and a group of fathers whose children did not 
have behavioural problems and who had not been referred to the CMHC. A 
comparison was made between the two groups.
The following hypotheses guided the research:
1. It was hypothesised that there would be a difference in parenting role identity 
between the two groups.
2. It was hypothesised that there would be a difference in involvement in child related 
activities between the two groups.
3. It was hypothesised that there would be a relationship between parenting role 
identity and involvement in child related activities for the two groups.
4. The study also sought to investigate whether the self-perceptions of the parental 
role scale was relevant for use with a British clinical population.
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4.0 Method
4.1 Research design
There were two independent variables: i) based on several dimensions of the father’s 
parenting role identity: satisfaction with the father role, perceived competence in the 
father role, role investment, and role saliency/integration, and; ii) based on father 
involvement in child-related activities. The dependent variable related to whether or 
not the fathers’ child(ren) had behavioural problems.
There were two groups: the “referred group”, and the “non-referred group”. As the 
sample were not randomly allocated to the different groups, a between groups quasi- 
experimental design was adopted.
4.2 instruments used in the study
4.2.1 The Self-Perceptions of the Parental Role Scale
The Self-Perceptions of the Parental Role Scale (SPPR, see Appendix Two) was 
developed by MacPhee, Benson and Bullock (1986), and used in a study of low 
income mothers of 2 to 48 month old children. A total of 22 items made up four 
components of the measure: satisfaction with the parental role (five items); perceived 
competence in the parental role (six items); role investment (importance; five items) 
and role saliency/integration (of parent, spouse, career and friend roles; six items). 
Sample items include: “Being a parent is a satisfying experience to some adults”, but 
“For other adults, being a parent is not all that satisfying”, and “Some parents feel that 
they are doing a good job of providing for their children’s needs”, but “Other parents 
have doubts about how well they are meeting their children’s needs”. Respondents 
first decided which of the two statements best described them and were then asked 
whether it is “really true for me” or “sort of true for me”. The advantage of this style 
was that each statement appeared to be an attribute of half of the population, thus 
minimising responses based on social desirability. Responses were scored on a four 
point scale with higher scores representing higher role competence, satisfaction, 
investment and salience/integration with other adult roles.
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The scale was adapted by Minton and Pasley (1996) to focus on fathers’ parenting 
role identity. The changes to the scale consisted of rewording the initial prompt to 
reference fathers rather than parents. A similar four factor solution to that obtained by 
MacPhee et al. (1986) resulted when a factor analysis was performed. However, 
Minton and Pasley (1996) excluded two items from the original scale that failed to load 
distinctively. The four subscales used in their study consisted of measures of 
satisfaction (seven items), perceived competence (6 items), role investment (four 
items), and role salience/integration (three items).
Mothers responses to the SPPR were subjected to rigorous reliability and validity 
analyses by MacPhee et al. (1986). Their analyses indicated that the SPPR was both 
a valid and reliable measure for exploring mediating variables in maternal behaviour. 
MacPhee et al.’s (1986) alpha reliabilities on the four components of the scale ranged 
from .72 to .80. In their study exploring fathers’ parenting role identity, Minton and 
Pasley (1996) obtained similar alpha reliabilities on the components, ranging from .65 
to .83, suggesting that the modified form of the SPPR was also a useful tool for 
exploring mediating variables in paternal behaviour.
4.2.2 The Father Involvement Measure
The parental involvement scale was originally devised by Ahrons (1980, 1983) to 
determine the nature of co-parental involvement with their children post-divorce, 
measured from both the mother’s and the father’s perspective. The scale was 
adapted by Minton and Pasley (1996) to explore father involvement in child-related 
activities from the father’s perspective. Minton and Pasley obtained an alpha reliability 
of .90, which was similar to that obtained by Ahrons of .97, suggesting that the 
modified form of the parental involvement measure was a reliable tool for exploring 
father involvement in activities for their children.
Father involvement in child-related activities was assessed using Minton and Pasley’s 
(1996) adapted form of Ahrons’ (1980, 1983) measure (see Appendix Three). It is a 
13-item, six-point Likert-type scale. The scale is a single factor index of the frequency 
of involvement in a series of activities, such as helping with schoolwork and preparing 
meals. Respondents are asked to indicate which answer best describes their degree 
of involvement in the tasks listed. Responses were coded from (1) not at all to (6) very 
much; high scores indicated more frequent involvement in child-related activities.
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4.3 Administration of the measures
The administration procedure was aimed at obtaining completed measures from as 
many respondents as possible. In an attempt to reduce confounding variables, 
questionnaires were administered to both groups in the same way. The 
questionnaires were sent to appropriate participants by post. Each participant was 
sent a pack containing, in order, a covering letter. Patient Consent Form (see 
Appendix Four), a Background Information Form (see Appendix Five), The Self- 
Perceptions of the Parental Role Scale (see Appendix Two), The Father Involvement 
Measure (see Appendix Three), and a stamped addressed envelope.
Informed written consent was obtained from each participant in the study. This was 
achieved by sending each participant an information sheet to read, and a consent 
form to sign. If the participant wished to obtain additional information regarding the 
study, they were invited to contact the author.
Each participant was asked to complete each of the questionnaires outlined above, 
and to return them in the stamped addressed envelope at their earliest convenience. 
If their questionnaire had not been received within a two week period, they were sent 
a follow-up letter.
Participation in the study was entirely voluntary, and participants did not receive any 
form of payment to take part in the study. Participant confidentiality was adhered to at 
all times. To facilitate this, a coding system known only to the researcher was utilised 
to identify returned questionnaires.
4.4 Recruitment of participants
The “referred group” consisted of a sample of fathers whose child(ren), aged 4-10 
years, had been referred to the clinic for ‘behavioural problems’, as identified by the 
initial referral letter during a three month period. Questionnaires were sent to 40 
fathers. Completed questionnaires were received from 14 fathers, resulting in a 
response rate of 31%.
The sample for the “non-referred group” was obtained using snowball sampling 
techniques (Fife-Schaw, 1995). A small number of fathers who were known to the 
researcher and her colleagues to have children aged 4-10 years without behavioural
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problems were asked to take part in the study. They were subsequently asked to 
introduce other appropriate fathers who, in turn were invited to nominate other 
appropriate fathers. Questionnaires were sent to 40 fathers. Completed 
questionnaires were received from 24 fathers, resulting in a response rate of 60%.
4.4.1 Criteria for the exclusion of participants
In an attempt to remove possible confounding variables, participants were excluded 
from the study if the fathers’ were not the biological parent of the identified child(ren), 
and if they did not live as a family unit with the child and the child’s biological mother.
All participants in the referred group described their country of birth as being 
“England”, and their ethnic group as white. Thus, to reduce further confounding 
variables, fathers were excluded from the non-referred group if they were not born in 
England, or if they described themselves as being from a non-white ethnic group.
4.5 Statistical Analyses
The following statistical analyses were carried out:
1. To explore whether father parenting role identity and father involvement differed by 
attendance at the clinic, a Mann-Whitney non-parametric two independent samples 
test was carried out on the component scores for the SPPR Scale and the total 
scores for the Involvement Scale.
2. To examine the relationship between a father’s parenting role identity and his 
involvement with his children, spearman’s rho correlation coefficients were 
calculated.
3. Nonmetric multidimensional scaling (MDS) procedures were used to examine the 
underlying structure of the Self-Perceptions of the Parenting Role Scale.
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5.0 Results
5.1 Demographics of participants
The Referred Group consisted of twelve participants. A further 2 participants were 
excluded from this group due to living with step-children. The age, occupational 
classification {Classification of Occupations, 1980; cited Argyle, 1994), and number 
and gender of children for the fathers in this group can be seen in Tables 1-3 below.
The Non-Referred Group consisted of eighteen participants. A further 6 participants 
were excluded from this group. Five of these participants were excluded due to not 
being born in England, and one participant was excluded due to living with step­
children. The age, occupational classification {Classification of Occupations, 1980: 
cited Argyle, 1994), and number and gender of children for the men in this group can 
be seen in tables 1-3 below.
Age of Father Referred Group Non-Referred Group
26-35 years 7 7
36-45 years 4 8
46-55 years 1 3
Table 1: Age range of fathers in the Referred Group and the Non-Referred Group.
As a result of the small number of participants in the study, the age ranges identified 
in Table 1 were reduced to two classifications: 35 years of age and below (referred 
group = 7 participants, non-referred group = 7 participants); and 36 years of age and 
above (referred group = 5 participants, non-referred group = 11 participants). This 
enabled a chi-square analysis of the age range of the participants in the study to be 
carried out, which demonstrated that there was no significant difference (chi-square = 
1.1, df = 1) between the ages of the participants in the two groups.
As a result of the small number of participants in the study, it was not possible to carry 
out any meaningful statistical analyses for the current occupational classifications of 
the participants in the study. However, observations of the participants’ occupational 
classifications in Table 2 overleaf suggested that whilst the majority of participants in 
both groups tended to be in occupational classifications I and II, fathers in the non- 
referred group appeared to be employed in occupations in the higher classifications 
than those in the referred group.
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Occupational 
Classification of Father
Referred Group Non-Referred
Group
1, Professional 4 5
II, Intermediate 4 7
llln, Skilled non-manual 1 3
Him, Skilled manual 1 2
IV, Semi-skilled 2 1
Table 2. Current occupational classification of fathers’ occupation in the Referred Group and the Non-
Referred Group.
Similarly, it was not possible to carry out any meaningful statistical analyses for the 
number and gender of children of the participants in the study. However, as can be 
seen in Table 3, the modal number of children for both groups was two.
Number and Gender of 
Children
Referred
Group
Non-Referred
Group
One: one female 1 1
One: one male 3 4
Two: one female, one male 2 5
Two: two females 1 3
Two: two males 3 3
Three: one female, two males 1 1
Three: three males 1 1
Table 3. Number and gender of children for the Referred Group and the Non-Referred Group.
5.2 Paternal role Identity, involvement with children, and referral to the 
clinic
To explore whether father parenting role identity differed by referral to the clinic, a 
Mann-Whitney non-parametric two independent samples test was carried out on the 
four components of the Self-Perceptions of the Parental Role Scale (SPPR Scale). 
The results of these analyses can be seen in Table 4. There was no significant 
difference between any of the component scores for the Referred Group and the Non- 
Referred Group.
Test Statistics Satisfaction Competence Investment Integration
Mann-Whitney U 84 82.5 69.5 103
Z score -1.029 -1.087 -1.658 -0.213
p value ns ns ns ns
Table 4. Test statistics for the four components of the SPPR Scale for the Referred Group
and the Non-Referred Group.
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A Mann-Whitney non-parametric two independent samples test was also conducted to 
determine whether there was a significant difference in the scores obtained on the 
Father Involvement Scale for the two groups. The results of these analyses can be 
seen in Table 5. There was no significant difference between the scores on the Father 
Involvement Scale for the Referred Group and the Non-Referred Group.
Test Statistics Fattier Involvement Scale
Mann-Whitney U 79
Z score -1.232
p value ns
Table 5. Test statistics for the Father Involvement Scale for the Referred Group 
and the Non-Referred Group.
A Mann-Whitney non-parametric two independent samples test was also conducted to 
determine whether there was a significant difference in the scores obtained on the 
Activities Scale for the two groups. The results of these analyses can be seen in 
Table 6. There was no significant difference between the scores on the Activities 
Scale for the Referred Group and the Non-Referred Group.
Test Statistics Activities Scale
Mann-Whitney U 96.5
Z score -0.489
p value ns
Table 6. Test statistics for the Activities Scale for the Referred Group 
and the Non-Referred Group.
5.3 The relationship between paternal role identity and involvement 
with chiid(ren)
To examine the relationship between a father’s parenting role identity and his 
involvement with his children, spearman’s rho correlation coefficients were calculated 
for both groups. The results of the analyses for the Referred Group can be seen in 
Table 7, and the results of the analyses for the Non-Referred Group can be seen in 
Table 8.
The analyses for the Referred Group did not demonstrate statistically significant 
correlation’s between the involvement scale and the four components of. the SPPR 
Scale (Table 7). However, there was a significant correlation between the satisfaction 
and integration components (at the .05 level), and the competence and integration 
components (at the .01 level).
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Satisfaction Competence Investment Integration Involvement
Satisfaction 1.000 0.531 0.271 0.882** -0.485
Competence 1.000 -0.230 0.627* 0.312
Investment 1.000 0.274 -0.291
Integration V 1.000 -0.362
\  Correlation is significant at the .05 level (2-tailed)
Correlation is significant at the .01 level (2-tailed)
Table 7. Correlation between role identity components and father involvement for the Referred Group.
These results suggested that for the Referred Group, the satisfaction, competence, 
investment and integration components of the SPPR Scale were not associated with 
levels of involvement in children’s activities. However, the more integrated the father’s 
in this group felt about their role, the more competent and satisfied they were in their 
role as a father.
There was a statistically significant correlation between the involvement and 
competence component of the SPPR Scale for the Non-Referred Group at the .05 
level (Table 8). There were no statistically significant correlation’s between the 
involvement scale and the remaining three components of the SPPR Scale. There 
were significant correlation’s between the satisfaction and integration components, 
and the competence and integration components at the .05 level.
Satisfaction Competence Investment Integration Involvement
Satisfaction 1.000 0.270 -0.209 0.526* -0.340
Competence 1.000 -0.163 0.505* 0.558*
Investment 1.000 0.122 -0.046
Integration 1.000 -0.221
*. Correlation is significant at the .05 level (2-tailed)
Table 8. Correlation between role identity components and father involvement 
for the Non-Referred Group.
These results suggested that for the Non-Referred Group, the satisfaction, investment 
and integration components of the SPPR Scale were not associated with levels of 
involvement in children’s activities. However, the more competent these fathers felt in 
their role, the more involved they were with their children. Similar to the Referred 
Group, the more integrated the fathers in the Non-Referred Group felt about their role, 
the more competent and satisfied they were in their role as a father.
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5.4 The analysis of the Seif-Perceptions of the Parental Role Scale
Nonmetric multidimensional scaling (MDS) procedures were used to examine the 
underlying structure of the Self-Perceptions of the Parenting Role Scale. MDS 
procedures are the nonparametric equivalent of factor analysis, and they enable the 
similarities of items to be represented spatially as in a map. They represent objects 
judged to be similar to one another as points close to each other in a spatial map. 
Objects judged to be dissimilar are represented as points distant from one another. 
The ALSCAL nonmetric program in SPSS (Norusis, 1994) was performed on the 
responses to the four components of the SPPR.
MDS has two main ‘goodness of fit' stress measurements: stress (or the alienation 
coefficient) and squared correlation (RSQ). The stress is Kruskal’s stress formula and 
ranges between 0 and 1. The smaller the coefficient, the better the MDS solution. 
There are no explicit rules that say what a ‘good’ stress measure is (Hammond, 1995). 
Kruskal (1964) suggests that if the stress measure is less than 0.15, then more 
dimensions should be used. Conversely, Shye (1988) suggests that 0.2 is sufficient. 
However, for the purpose of this study, the stress measure was be taken to be a good 
measure of fit if it was less than 0.15. The RSQ provides a measure which varies on 
a scale between +1 and -1, and it shows the proportion of variance of the disparities 
accounted for by the MDS model (Hammond, 1995).
The plots for the MDS procedures are shown in the relevant sections. Each number 
on the plot corresponds to the number of the item on the questionnaire. Each letter 
accompanying the number on the plot corresponds to the component the item 
belongs to:
• ‘s’ corresponds to the ‘satisfaction’ component
• ‘c’ corresponds to the ‘competence’ component
• ‘iv’ corresponds to the ‘investment’ component
• ‘ig’ corresponds to the ‘integration’ component.
5.4:1 MDS analysis of the SPPR for the Referred Group
Kruskal’s stress for the Referred Group’s responses to the SPPR at the two 
dimensional level was 0.14 (RSQ = 0.94). This was within the acceptable level,
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suggesting that the fit was good. The plot (see Figure 1) demonstrated limited 
evidence for the components suggested by MacPhee etal. (1986).
Figure 1. Plot showing the co-ordinates for dimension one against dimension two 
for the items on the SPPR Scale for the Referred Group.
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The regionality of space was examined by identifying regions occupied by a particular 
group of variables. As the distance between the points represented the similarity of 
the items (Hammond, 1995), it was apparent that whilst all of the items on the 
satisfaction component and four out of the five items on the investment component 
were similar to each other, the remaining items were not.
5.4:2 Analysis of the SPPR for the Non-Referred Group
Kruskal’s stress for the Non-Referred Group’s responses to the SPPR at the two 
dimensional level was 0.11 (RSQ = 0.97). This was within the acceptable level, 
suggesting that the fit was good. The plot (see Figure 2 overleaf) demonstrated 
notable evidence for the components suggested by MacPhee et al. (1986).
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Figure 2. Plot showing the co-ordinates for dimension one against dimension two 
for the items on the SPPR Scale for the Non-Referred Group.
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Again, the regionality of space was examined by identifying regions occupied by a 
particular group of variables. As the distance between the points represented the 
similarity of the items (Hammond, 1995), it was apparent that all of the items on the 
satisfaction and the competence components, and four out of the five items on the 
investment component were similar to each other. However, items 7 and 11 on the 
integration component (7ig and l l ig  on the plot) appeared similar to items on the 
satisfaction component. As the items on the integration component were widely 
spaced on the plot, there was little evidence to suggest that these items were similar 
to each other.
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6.0 Discussion
6.1 Summary and interpretation of the resuits 
6.1:1 Paternal role identity, involvement with children, and referral to the 
clinic
The results of this study did not support either the hypothesis that a father’s parenting 
role identity or that his involvement in child related activities would differ in relation to 
the father’s child being referred to clinic for behavioural problems. The limitations of 
the study which may have contributed to this finding will be discussed later.
6.1:2 The relationship between paternal role identity and involvement 
with children
The results of his study did not support the hypothesis that aspects of a father’s 
parenting role identity would be related to father involvement in child related activities 
for those father’s whose child(ren) had been referred to the clinic for behavioural 
problems. These findings were not consistent with those of Minton and Pasley (1996), 
who found that having a high level of competence, satisfaction, and investment in the 
father role predicted his involvement in child-related activities.
The results demonstrated that only one aspect of role identity was related to father 
involvement in child related activities for the fathers whose children had not been 
referred to the clinic for behavioural problems. Having a high level of competence in 
the father role predicted his involvement. This supported Minton and Pasley’s finding 
that competence was significantly related to involvement, but not that satisfaction and 
investment in the father role were. These findings could be related to Minton and 
Pasley’s (1996) assertion that it is likely involvement has a reciprocal effect on role 
identity such that involvement can strengthen, weaken or alter one’s identity.
Consistent with Minton and Pasley’s (1996) study, there was no evidence to suggest 
that the role saliency/integration component of the SPPR was predictive of father 
involvement. Theoretically, salience is defined as the probability of a given identity 
being invoked in a certain situation (Stryker, 1968), and the measure of saliency used 
may not have accurately captured this definition. It could be hypothesised that the 
MDS analyses of the SPPR support this. All five items on the salience/integration
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subscale were widely spaced on the plots for both the non-referred and referred 
groups, suggesting that these items were not very similar to each other. Minton and 
Pasley (1996) suggest that the items on this subscale appear to tap lifestyle changes 
that result from having children. As such, they suggest that a better measure of 
salience may result in a stronger association between salience and father 
involvement.
There was some evidence to support the hypothesis that the relationship between 
father parenting role identity and paternal behaviour would be moderated by fathers 
whose child(ren) were referred to the clinic, i.e., the positive relationships between 
identity and involvement would be weaker for those fathers whose child(ren) were 
referred to the clinic. This hypothesis was supported by the finding that none of the 
aspects of a father’s parenting role identity, as measured by the SPPR, were related 
to father involvement in child related activities for the referred group. However, 
competence was related to father involvement in child related activities for the non- 
referred group.
Role theory suggests that people behave in ways that reflect their role identities 
(Burke and Reitzes, 1982; LaRossa and Reitzes, 1993). The findings from this study 
supported this notion such that the more competent the father felt, the more involved 
he was in child related activities. This was further supported by the finding for both 
groups of fathers, that the more integrated they felt about their role, the more 
competent and satisfied they were in their role as a father.
6.1:3 The analysis of the Self-perceptions of the Parental Role Scale
The results demonstrated evidence for the four subscales identified by both MacPhee 
et al. (1986) and Minton and Pasley (1996). The results of the MDS analyses for the 
referred group identified similarities between all the items on the satisfaction subscale, 
and the majority of the items on the investment component. In light of this finding, it 
could be hypothesised that the lack of evidence for the remaining two subscales for 
this group was related to difficulties experienced in managing children with 
behavioural problems. This hypothesis would be supported by clinical literature that 
suggests having an atypical or difficult child influences parents’ self-perceptions 
(MacPhee at a!., 1986). Much of this research is based on coercion theory, which
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focuses on the parents skill in managing aversive family interchanges (Paterson, 
1980, cited in MacPhee etal., 1986).
In their study, MacPhee et al. (1986) found that items seven and eleven, both on the 
integration component, cross-loaded with items on the satisfaction component. They 
suggested that the item-scale correlations of .31 and .35 were high enough to warrant 
keeping the items with the original scales. However, the inter-item correlation’s for the 
satisfaction component were higher, at .62 and .65 respectively, leading one to 
question the appropriateness of keeping these items with the integration component. 
This was further questioned by the finding in this study that both items seven and 
eleven were spatially represented as being similar to all of the items on the 
satisfaction component, suggesting that the scale was not dealt with appropriately, 
and that it needs to be modified in a way that is consistent with the original data.
Such findings are supported by Minton and Pasley (1996). After performing a factor 
analysis, they found a similar factor solution to MacPhee et al. (1986). However, they 
dropped two items from the original scale that failed to load distinctively. The four 
subscales in their study consisted of seven items measuring satisfaction (compared 
with an original five in the MacPhee et al. (1986) study), six items measuring 
perceived competence (similar to the MacPhee et al. (1986) study), five items 
measuring investment (similar to the MacPhee et al. (1986) study), and three items 
measuring role salience/integration (compared with an original six in the MacPhee et 
al. (1986) study). Unfortunately, the actual items making up these subscales are not 
presented in the Minton and Pasley (1996) paper, and as such it was not possible to 
directly compare findings.
6.2 Limitations of the study 
6.2:1 Method of Data Collection
There are a number of advantages of the postal questionnaire method of data 
collection, such as the low cost of data collection and processing, avoidance of 
interviewer bias, and an ability to reach respondents who lived at widely dispersed 
addresses. However, there are also a number of disadvantages inherent within this 
method, including: low response rates and consequent biases; no opportunity to 
correct misunderstandings or to probe, or to offer explanations or help; no control over
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the order in which questions were answered, or the passing on of questionnaires to 
others; and, no opportunity to collect ratings or assessments based on observation 
(Oppenheim, 1992).
Inevitably, the numbers of participants in this study were not ideal. As a result of the 
response biases inherent within studies with low numbers of participants (Oppenheim, 
1992), the generalisability of these findings are severely limited. It could be 
hypothesised that the administration of the measures by another data collection 
technique, such as by interviewing participants, might have served to increase the 
response rate, particularly for the referred group (31%, compared with a response rate 
of 60% for the non-referred group). However, it is worth noting that participants in the 
referred group were observed to be fathers who engaged in therapeutic interventions 
at the clinic. It could therefore be hypothesised that respondents in this group actually 
reflected the views of fathers of children aged 4-10 years with behavioural problems 
who engaged in therapeutic interventions at the clinic, rather than those fathers who 
were referred to the clinic.
A further potential response bias related to the occupational groupings of participants. 
Observations of the participants’ occupational classifications suggested that the 
majority of participants in both groups tended to be in occupational classification I and 
II {Classification of Occupations, 1980: cited Argyle, 1994). As such, father’s in the 
lower occupational classifications appear to have been underrepresented in this 
study. However, studies have suggested that this may be an accurate reflection of the 
occupational status of fathers who attend clinics for therapeutic interventions for their 
children. For example, Walters (1993) found that attendance by fathers at a 
Community Sleep Clinic was 31%, two thirds of whom were in the professional 
occupational group.
A common problem in data collection using questionnaire designs relates to ‘social 
desirability’, where people answer in a way to present themselves in a positive light 
(Fife-Schaw, 1995). The effects of this were minimised on the SPPR Scale by asking 
subjects to decide which of a pair of statements best describes them. However, they 
were not controlled for on the involvement scale, which may have resulted in 
respondents rating their involvement in activities with their children as being higher 
than it actually was. Research has demonstrated that sensitive and socially 
undesirable behaviours and attitudes are often misreported, if at all, and that socially
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desirable behaviours and attitudes are often over-reported (Fife-Schaw, 1995). As 
participants in the referred group subsequently attended the clinic for therapeutic 
interventions, it could be hypothesised that as a result of anxieties associated with 
attending the department, participants in this group were more inclined to respond to 
these questions in a more positive light. Similarly, snowball sampling techniques were 
used to obtain the sample for the non-referred group resulting in some of the 
participants in the non-referred group being known to the researcher. As these 
participants may have wanted the researcher to view them in a more positive light, 
they too may have been more inclined to respond to over-report levels of involvement 
with their children, and/or socially desirable attitudes and behaviours. Such 
confounding variables may have contributed to the findings of this study.
One method of overcoming these problems might have been to include mothers 
perceptions of the fathers involvement. This is supported by authors such as Ahrons 
and Miller (1993) who found that fathers tended to perceive themselves as having 
more consistent contact and more involvement with their children than mothers 
perceived them to have. However, this would inevitably give rise to further difficulties, 
such as those associated with gender difference.
6.2:2 Gender and engagement in research
There is a general tendency for males to be less co-operative than females in 
research (Fife-Schaw, 1995), and it is often assumed that fathers are more difficult 
than mothers to engage in research on their children (Walters, 1997). It is difficult to 
say whether this is related to fathers being less willing to participate in child-focused 
research than other types of research, or whether researchers are less likely to expect 
fathers to participate due to the paucity of studies in this area (Phares, 1996). In the 
light of previous research evidence and the finding in this study that participants in the 
referred group were those who engaged in therapeutic interventions, it could be 
hypothesised that fathers who do not engage in therapeutic interventions would also 
not participate in research studies. Inevitably, this has important implications for future 
research studies exploring the factors that affect father’s engagement in therapeutic 
interventions.
Throughout the course of the project, the researcher experienced a number of 
difficulties in recruiting sufficient numbers of participants from clinical populations to 
render the results meaningful and generalisable. The difficulties included: low
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response rates; uncertainty as to whether the father met the required inclusion criteria 
on the basis of the original referral letter; and, the slow pace of potential participants 
referred to the clinic. By allowing a longer time frame for data collection, it might have 
been possible to recruit a greater number of appropriate participants to the study.
In an attempt to overcome such difficulties, researchers have utilised a number of 
different methods in lieu of collecting data from fathers, such as maternal perceptions 
of paternal characteristics (Boyd, 1985), or children’s perceptions of paternal 
characteristics [e.g., with the use of the Children’s Report of Behaviour Inventory 
(Schaefer, 1965), or the Parental Bonding Inventory (Parker et al., 1979)]. The 
advantage of using these methods is that paternal characteristics can be assessed 
even when the father is not available for research participation. However, such 
perceptions of paternal characteristics are limited because they do not allow for the 
direct assessment of the father, and it is apparent that paternal characteristics and 
fathers themselves need to be targeted specifically for inclusion. The tendency for 
psychological research to be influenced by the ease of subject recruitment rather than 
the importance of the targeted research sample (e.g., the tendency to use mothers 
rather than fathers due to their ‘easier access’), leaves a huge source of variance 
unaccounted for, such as in factors related to children’s emotional/behavioural 
problems (Phares, 1996). If this variance is to be accounted for, researchers must 
begin to place greater emphasis on developing research studies that allow for the 
direct assessment of the father in spite of the difficulties.
6.3 Implications for future research and ciinicai practice
This study initially sought to develop the psychological knowledge base relating to 
factors that affect fathers’ engagement in therapeutic interventions. Due to difficulties 
in obtaining data from fathers who did not engage in therapeutic interventions, the 
emphasis of the study was modified to facilitate a comparison of paternal role 
identities and perceived levels of involvement with children for clinical and non-clinical 
populations. However, if fathers who do not engage in therapeutic interventions could 
be encouraged to participate in research studies, the implications of these factors in 
relation to the efficacy of therapeutic outcomes could be explored. In turn, this could 
facilitate the development of more appropriate therapeutic interventions which are 
highly efficacious and more cost effective.
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It was hypothesised that the lack of evidence for the subscales on the SPPR for the 
referred group was related to difficulties experienced in managing children with 
behavioural problems. This hypothesis was supported by the clinical literature that 
suggests having an atypical or difficult child influences parents’ self-perceptions 
(MacPhee et al., 1986). In light of this, the SPPR may prove helpful to clinicians as a 
pre and post intervention outcome measure for intervention programmes involving 
parents (MacPhee et al., 1986). For example, aspects of the parents’ role identities 
that need to be enhanced could be identified in the assessment phase, and 
therapeutic interventions could incorporate work to facilitate greater parental role 
identity. The outcome of this work could be monitored using the SPPR. Further 
research would need to be carried out to explore this potential use of the measure.
6.4 Concluding Comments
From the literature available, it is apparent that further empirical work needs to be 
completed before conclusive statements can be made about the importance of 
fathers’ involvement in child and family therapy, the factors that affect fathers’ 
involvement in therapy and what the implications of this are for subsequent treatment 
outcomes. This pilot study took a step forward in this domain by exploring the 
feasibility of utilising paternal role identity and involvement with children as a base for 
further research into factors that affect fathers’ involvement in therapy. The results 
demonstrate evidence to support further examination of these aspects.
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A Copy of the Local Research Ethics Committee approval for the study
MATERIAL REDACTED AT REQUEST OF UNIVERSITY
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Fathering
These questions ask about your beliefs and feelings about being a father. We’re interested in knowing about 
how you see yourself in the role of father/parent. There are no right or wrong answers.
)-1 The following questions ask your opinion about the fathering role and how you are doing as a father. Please 
put a tick in only 1 of the 4 boxes for each item. Tick the one that best describes you as a father. For example, 
if you like spinach a bit, you would tick the box as shown below.
Really 
True 
for Me
Sort of 
True 
for Me
y Some people like spinach. BUT Other people don’t like spinach.
Sort of 
True 
for Me
Really 
True 
for Me
REMEMBER: Tick only one box per question
Some parents do a lot 
of reading about how 
to be a good parent.
BUT Other parents don’t spend much time 
reading about parenting
Some parents have clear 
ideas about the right and 
wrong ways to rear 
children.
BUT
Other parents have 
doubts about the way 
they are bringing up 
their children.
Some parents feel that 
they don’t see enough 
of their friends since 
they’ve had children.
Other parents see their 
b u t  old friends just as often, 
or they have made 
new ones.
Some parents often wish 
they hadn’t had children. BUT
Other parents rarely 
regret having had 
children.
Some parents want to 
learn everything possible 
about being a parent.
Other parents feel that 
b u t  they already know all
they need to know about 
parenting.
Some parents often 
can’t figure out what 
their children need or 
want.
BUT
Other parents seem to 
have a knack for under­
standing what their 
children need or want.
□
Some people feel thay 
end up making too many 
sacrifices for their 
children.
BUT
For other parents, there 
are more rewards than 
sacrifices in rearing 
children.
Really 
True 
for Me
Sort of 
True 
for Me
Sort of 
True 
for Me
Really 
True 
for Me
Some adults are more 
content being a parent 
than they ever thought 
possible.
For other adults, being 
b u t  ^ parent hasn’t fulfilled 
them like they had 
hoped it would
Some parents don’t 
think too much about 
how to parent; they 
just do it.
Other parents try to 
b u t  learn as much as they 
can about how to 
parent.
Some parents feel that 
they are doing a good 
job of providing for their 
children’s needs.
Other parents have 
BUT doubts about how well 
they are meeting their 
children’s needs.
Some parents resent 
the fact that having 
children means less 
time to do the things 
they like.
Some adults would 
hesitate to have children 
if they had to do 
over again.
Some parents feel it’s a 
must to keep up with 
the latest childrearing 
advice and methods.
Some parents often 
worry about how they 
are doing as a parent.
Other parents don’t 
b u t  mind having less free 
time for themselves.
Given the choice, other 
B U T  adults wouldn’t think 
twice before having 
children
BUT
Other parents would 
rather deal with their 
children on a day-to-day 
basis with what thay 
already know.
Other parents feel 
BUT confident about their 
parenting abilities.
For some fathers and 
mothers, their 
relationship is just as 
strong after having 
children as before.
For some parents, 
children mostly feel 
like a burden.
Some parents are 
concerned about the 
parental role; they think 
or worry about it a lot.
BUT
BUT
BUT
For other mothers and 
fathers, being a parent 
gets in the way of 
being a good partner.
For other parents, their 
children are a main 
source of joy in their 
lives.
Other parents usually 
don’t fret about being a 
parent: they take it 
more as a matter of 
course.
□
□
Really 
True 
for Me
Sort of 
True 
for Me
Sort of 
True 
for Me
Really 
True 
for Me
Some mothers and 
fathers think they are 
not very effective 
parents.
BUT
Other mothers and 
fathers think they are 
pretty capable as 
parents.
For some parents, 
having children means 
that they can’t do the 
things they used to like 
to do.
Being a parent is a 
satisfying experience 
to some adults.
For other parents, 
g y j  having a child doesn’t 
change their lifestyle 
very much.
For other adults, being 
BUT a parent is not all that 
satisfying.
Some mothers and 
fathers aren’t sure they 
were suited to be 
parents.
BUT
Parenting comes easily 
and naturally to other 
parents.
Some parents feel that 
their lives are restricted 
or confined since having 
children.
Other parents don’t stop 
BUT doing things they like to 
do just because of their 
children.
Q-2 Consider these different activities. Please indicate which you would choose by placing an X 
somewhere on each line between the two activities.
Earning money
Being with my child
Being with my partner
Being with my child
Doing sports activities
Watching TV/relaxing
Being with my child
Being with my friends
Being with my child
Doing something for my job
Being with my child
Being with my child
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Seing a Parent
3-1 How many children do you have?
3-2 Please provide some information about your child(ren) and tick {> /)  where they live now.
RELATIONSHIP
(Daughter, son, step­
daughter, stepson)
SEX AGE LIVE WITH
(M/F) (In yrs.) You Other
Parent
Both Other
:hild 1 
:hild 2 
:hild 3 
;hild 4 
:hild 5 
:hild 6
1-3 The next statements ask about your involvement with your child(ren). Circle the answer which best describes 
your degree of involvement in the tasks listed.
Helping with school work 
Disciplining/setting limits 
Running errands 
Relaxing or going on vacations 
Transporting to school or other activities 
Discussing concerns or problems 
Playing with or attending games and sports 
H Supervising activities
I Celebrating holidays and special events
J Doing household tasks (e.g., cooking)
K Attending children’s school, church-related or recreational activities
Taking the child(ren) to the doctor or dentist
M Going shopping with them
Not at all 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2
3
3
3
3
3
3
3
3
3
3
3
3
3
Very much 
5 6
5
5
5
5
5
5
5
5
5
5
5
5
6
6
6
6
6
6
6
6
6
6
6
6
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The Participants Consent Form
I ,______________________have read and understood the patient information sheet
which describes this research and I have been given a copy of this to keep. The 
nature, purpose and possible consequences of taking part in this research project 
have been explained to me and my queries have been satisfactorily been answered. I 
have had enough time to consider and decide whether I wish to take part.
I understand that I am entering this project of my own free will, that I may withdraw 
from this study at any time without necessarily giving any reasons, and that the future 
management of my, or my families care will not be affected.
Signature ________________________  Date
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The Background Information Form
Please tick as appropriate:
Age
16-25 years 
46-55 years
□
□
26-35 years □ 
56-65 years □
36-45 years □ 
66-75 years □
2. Ethnic Origin
Country of Birth
England □
Northern Ireland □
Scotland □  Wales
Irish Republic □  Elsewhere
If elsewhere, please write in the present name of the country.
□
□
Ethnic Group
If you are descended from more than one ethnic or racial group, please tick the group 
to which you consider you belong, or tick the ‘Any other ethnic group' ancestry, and 
describe in the space provided.
White □ Black-Caribbean □
Black-other Please describe _____________
□
Pakistani □  Bangladeshi □
Any other ethnic group ~ Please describe _______
Black-African
Indian
Chinese
□
□
3. Occupation
Please state your current occupation
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Social workers’ beliefs regarding contact between children in 
permanent substitute care and their birth relatives.
Year Three 
October 1999
Large Scale Research - Abstract
1.0 Abstract
This study explored the beliefs and assumptions that influence social workers 
regarding contact between children in permanent substitute care and their birth 
relatives. A qualitative approach using interpretative phenomenological analysis was 
selected as appropriate to the field of inquiry. Twelve social workers participated in the 
study, and were interviewed using semi-structured interview techniques. The verbatim 
transcripts of these interviews served as the data for the analysis. The emergent 
themes of the transcripts demonstrated that social workers’ beliefs regarding contact 
between children in permanent substitute care and their birth relatives were influenced 
by their personal and professional experiences. The emergent themes were considered 
in relation to existing literature. The findings highlighted the multi-faceted nature of the 
decision making process, and demonstrated the application of systems theory in 
gaining an understanding of this. Methodological issues and clinical and research 
implications of the study were discussed.
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2.0 Research Context
This study formed the second stage of a long term project designed to investigate 
whether it was possible to identify and assess the characteristics of children and their 
birth and adoptive families that could help determine whether contact with their birth 
relatives is likely to be of benefit to that child.
It was considered important to begin to identify the arguments and evidence used to 
justify recommendations regarding contact to begin to generate hypotheses about 
meaningful methods of assessment. The first stage of the project explored the beliefs 
of professionals (i.e., child psychiatrists and psychologists, judges, and those acting on 
behalf of the child and instructing the experts - guardian ad Litems) regarding contact 
between children in permanent substitute care and their birth relatives (Harris, 1999). 
This study was intended to develop this area of research by examining the beliefs and 
assumptions employed by social workers in the construction of decision making about 
contact. It was anticipated that further studies would be conducted to explore the 
beliefs and discourses of children, birth parents, and alternative carers.
Ethical approval for the project was obtained from the Tavistock and Portman NHS 
Trust. A copy of the Research Ethics Committee’s letter of approval for the study can 
be seen in Appendix One.
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3.0 Introduction
There are a number of arguments for and against contact between children in 
substitute care and their birth relatives. However, there is little empirical evidence that 
either strongly supports or opposes it, particularly with regard to permanent placements 
such as adoption (Quinton, Rushton, Dance and Mayes, 1997). Despite this, the 
maintenance of contact between children who are cared for away from their birth 
parents is now believed to be so important to their psychosocial development as to be 
written into the Children Act 1989 (Department of Health (DoH), 1991), and recent 
governmental proposals for the reform of adoption law (DoH, 1993) encourage 
adoption agencies to explore more open models of adoption.
3.1 Rationale for the current study
Lindsay (1995a) highlighted the difficulties faced by professionals involved in making 
decisions about whether contact should take place, particularly with regard to the 
complex set of interrelationships between the many systems involved in the decision 
making process. Harris (1999) proposed that those in more powerful positions than 
others may often have the greatest influence. The need for effective and efficient 
decisions regarding children in permanent substitute care has been emphasised by a 
recent government circular ‘Quality Protects’ (DoH, 1998). Psychologists have been at 
the forefront of trying to understand what influences beliefs with regard to decision 
making, and more recently clinical psychologists (Harris, 1999) have begun exploring 
the influences and beliefs behind professionals’ decision making with regard to contact 
between children in permanent substitute care and their birth relatives.
A review of the literature demonstrated that social workers’ beliefs and influences in 
this area had not been examined. This appears an important omission when 
considering the pivotal role social workers have in this area, in that they have the 
responsibility for implementing the legislative framework for contact (Lindsey, 1995a). 
In light of this neglected perspective, the present study sought to examine social 
workers beliefs regarding contact between children in permanent substitute care and 
their birth relatives. It was anticipated that the findings from this research would assist 
in the development of a formal framework to ensure consistency in decision making.
The following were considered to place the research in context: the evolution of 
contact; the impact of legislative change on contact in adoption; research evidence in
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relation to contact in adoption; attachment and systemic perspectives of contact in 
adoption, and; professionals’ beliefs regarding contact.
3.2 The evolution of contact
Contact has been defined in a number of ways. A broad definition of the term could be 
seen to include any direct or indirect communication between a child and a range of 
people including birth parents, siblings, grandparents, previous foster parents and 
others who may have been important in the child’s life or have some relationship to him 
or her (Quinton et al., 1997). Contact is not seen as a static concept, as demonstrated 
by Lindsey (1995a) who highlights the need for contact arrangements to take account 
of the changing needs of children.
The term ‘contact’ grew out of the openness movement of the 1970’s, when there was 
a shift in theories of the psychology of adoption. Before the 1970’s, agencies mostly 
maintained secrecy about a child’s origins to avoid the stigma of illegitimacy, to protect 
the new parents and to minimise conflict over adoptive status (Quinton et a!., 1997). 
This ‘closed’ view was supported by arguments that stressed the importance of the 
termination of contact for the development of attachments between children and their 
new parents. In the 1970’s this view began to be replaced by arguments for greater 
openness, which brought about significant changes in adoption policy and practice 
(Quinton et a!., 1997). Adoption with contact was promoted on the grounds that it was 
better for all the parties involved, particularly for the child, and then for the birth 
parent(s). The recognition of the value of a child’s existing relationships was in marked 
contrast to previous assertions that children required a ‘clean break’ from their past. 
The move towards greater openness in Britain was supported by evidence from three 
main sources; the testimony of adult adoptees; reports of the various actors in open 
adoption arrangements; and the testimony of birth parents who had relinquished their 
babies for adoption (Hughes, 1995).
3.2:1 The testimony of adult adoptees
These ideas developed from retrospective reports that the traditional closed or 
‘confidential’ adoption resulted for many adoptees in an impaired sense of identity in 
adulthood, and an overwhelming desire to know about their origins (McWhinnie, 1967; 
Triseliotis, 1973). Indeed, the recognition that the ‘clean break’ philosophy did not 
address a child’s need for self-identity was enshrined within the Adoption Act of 1976,
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when adoptees were given the right to access their birth records. Contact was seen as 
being a key means of acknowledging such aspects of a child’s identity as race, religion, 
class and culture (Newman, 1995). It was seen to satisfy the child’s need for 
information on their parents, and professional opinion shifted to accommodate the view 
that secure attachment in a permanent surrogate family was not inconsistent with or 
undermined by a link with and information about the past (Thoburn, 1988). Similarly, 
theoretical ideas about a child’s capacity to attach to more than one person and to 
accommodate in their lives a multiplicity of people with different levels of significance 
developed (Schafter, 1990).
3.2:2 The views of those involved in open arrangements
The second source of evidence towards greater openness has more recently begun to 
emerge in studies of the retrospective views of adopters, adoptees and birth parents 
about the various open arrangements they have experienced (Blanton and Descher, 
1990; Van Keppel, 1991; Fratter, 1991; Iwanek, 1987; McRoy ef a/., 1988). Contact is 
seen to satisfy the birth parents’ need for information about the progress of their child 
to help them deal with their guilt and loss. Contact is also seen to offer benefits to the 
new parents’ in relation to their sense of ‘entitlement’ to parent (Triseliotis, 1973), which 
is felt to be strengthened if the new parents understand why the birth parents cannot 
look after their child (Berry, 1991).
3.2:3 The impact of relinquishment on birth parents
The experiences and needs of birth parents have been neglected. Indeed, a number of 
recent studies (e.g., Howe et al., 1992; Hughes and Logan, 1993) have demonstrated 
that birth parents’ needs, arising from the impact of relinquishment or loss of a child, 
have not been recognised. The impact of relinquishment on birth mothers in clinical 
studies has not only revealed a catalogue of adverse consequences for birth mothers, 
but has also become the basis of calls to restore perceived rights (Hughes, 1995). 
Contact between birth mother, child and/or adoptive parents has been proposed as a 
means of minimising the adverse impact of adoption for birth parents of the future 
(Winkler and Van Keppel, 1984). Evidence about the needs of birth mothers for a 
degree of post-adoption contact has been assumed to be also in the best interests of 
the child. Hughes’ (1995) study indicates that the views of birth parents on the 
possibility of more open post-adoption arrangements are more complex than some
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earlier studies have suggested and that these parents advocate a child-centred 
perspective as the basis for determining the detail of post-adoption arrangements.
A number of arguments have been put forward against contact. These include: that it 
may undermine the placement by interfering with the process of attachment between 
the child and the adoptive family, by for example, dividing the child’s loyalties or 
through the threat of harm to the child or the new parents; that birth parents need help 
towards ‘closure’ to allow them to complete their mourning of the loss; that contact 
arrangements may be made without anticipation of problems arising as circumstances 
change, and; from professionals desires to undo the pain of separation or because they 
themselves feel that they have failed the birth family.
3.3 The impact of legislative change on contact in adoption
The emphasis on closed models of adoption before the 1970’s, and the subsequent 
move towards openness has been reflected in the legislation. However, the impetus for 
such changes appears to have been rooted in anecdotal rather than empirical 
evidence. Under the Children and Young Persons Act 1969, a child in care only had 
access to their birth family at the discretion of the care authority. Parents and other 
interested parties had no opportunity to challenge the authority’s plans. In 1983 
provisions were made in the Child Care Act 1980 to require notice of termination of 
access, and that an appeal against that notice must be made to the court. However, 
this provided only a partial remedy because the rights did not arise until access was 
terminated.
The Children Act 1989 made a number of changes to adoption law, the most 
substantial and obvious being the amendments and repeals to the Adoption Act 1976 
(White, Carr and Lowe, 1990). A change which held particular significance for this 
study was the creation of an Adoption Contact Register, whereby the Registrar General 
is required to maintain a register comprising adopted persons and relatives. The 
Registrar has, subject to certain conditions, a duty to register applicants In the relevant 
register and to transmit to an adopted person on the Register the name and address of 
any relative in respect of whom there is an entry on the register (White et al., 1990). 
White et al. (1990) purport that, in general, the creation of a statutory register was 
welcomed, as it formalised the previously informal practice of the Registrar General’s 
response to requests to make contact. This was an important development, enabling
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birth parents to try to contact their adopted children for the first time, while leaving the 
child to decide.
The Adoption Law Review (DoH, 1992) gave support for open adoption (Rushton, 
1994), in advising that courts should consider the relationships the child has with birth 
family members, as well as the effects it might have, when deciding whether to grant a 
contact order. However, the overall recommendation of the review was that adoption 
law should facilitate more open arrangements where they are needed, and that in other 
cases, it must be possible for adoption to proceed with full confidentiality.
The trend towards more open arrangements at adoption and in the post-adoption 
situation was recognised in the Government’s proposals for the reform of adoption law 
(DoH, 1993), which recommended that adoption agencies must: make arrangements 
for voluntary contact between adopted children and their birth families; consult birth 
parents about whether they wish to be kept informed of the child’s progress, and 
counsel birth parents on the relative advantages and disadvantages of such 
arrangements, and; counsel prospective adoptive parents about the advisability or 
othen/vise of contact between the child and birth parent(s) and ascertain their views and 
those of the child. It is important to highlight the fact that the recommendations 
described above are exactly that, recommendations. As such, there are no 
governmental guidelines regarding their implementation. Hughes (1995) purports that 
the proposals endorsed the Children Act principle of the paramountcy of the welfare of 
the child, and takes the view that whilst ‘it is sensible and humane to encourage an 
open approach’ this should be balanced by a judgement that ‘the prospects for a 
secure and successful adoption are not jeopardised’. She contended that the lack of 
precision in definition and terminology in current legislation is in danger of leading to 
arrangements in practice that do not place the child’s interests at the centre of 
decision-making.
Brown (1998) highlighted the need for new legislation in adoption. This view was 
further supported by Collier (1998) who purported that before the general election of 
1997, the British Agencies for Adoption and Fostering were given an assurance by all 
three major political parties that new adoption legislation would be a priority for the next 
government, and argued that new legislation would provide the opportunity to bring 
adoption law in line with the Children Act. She also postulated that the inclusion of a 
statutory duty to provide post-adoption services would become an essential component 
of any new legislation and would require local authorities to provide a properly
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resourced service to all those affected by adoption, and highlighted the need for social 
workers and local authorities to be given the legislative framework to be able to support 
adopted children. To date, such legislation is yet to emerge.
3.4 Research evidence in reiation to contact in adoption
Murch, Lowe, Borkowski, Copner and Griew (1993) carried out a survey of court 
records and found post-adoption contact with birth mothers at rates of 1%, of less than 
1% with birth fathers, and of 2% with maternal grandparents. Sibling contact was 
preserved in 7% of adoptions, excluding 8% of cases where siblings lived in the same 
household. These figures have been criticised by authors such as Ryburn (1996) who 
argued that as contact often tends to be informally arranged between the parties and is 
not recorded, court records offer no real guide to actual levels of post-adoption contact.
Rowe and Thoburn (Fratter, Rowe, Sapsford and Thoburn, 1991) carried out a study of 
1165 voluntary agency permanent placements, which included 215 permanent foster 
care placements. Using the same broad definition of contact as that used in Murch et 
a/.’s (1993) study, i.e., that which included both face-to-face and indirect contact by 
letters, they found rates of contact with birth parents of 18%, and siblings or other 
relatives of 15%. However, when contact rates in adoption alone were considered, the 
rate was very much lower. Fratter (Fratter et al., 1991) undertook further research with 
a sub-sample of adopters from the original survey, and found only 33 placements 
where post-adoption contact was reported. This represented only 4.2% of the 786 
adoption placements which had been finalised at the time the original survey was 
conducted.
Ryburn (1996) was the first to examine post-adoption contact after adoption orders 
were opposed in the courts by birth parents. Forty two percent of those included in the 
study had some form of continuing contact with one or more birth parents, and in most 
cases, with other relatives such as grandparents and siblings (excluding those who had 
sibling contact by virtue of living in the same family). In 14% of cases this was direct 
contact involving at least one birth parent, and in 90% of these cases with other 
relatives too, ranging from siblings and cousins to great great grandparents. In terms of 
frequency, this contact varied from annual visits to regular "exchanges' of visits at birth 
and adoptive families' houses. In a further 19% of cases where there was no form of 
contact, adopters indicated they would like it. 12% of adopters reported that they 
helped children to maintain contact with brothers or sisters who were placed in other
161
Large Scale Research -  Introduction
adoptive families. Here the frequency of visits ranged from annual to four or five times 
a year. In only 23% of cases (n=17) did adopters report that they wanted no contact 
with the birth family, and even here seven respondents acknowledged, nonetheless, 
that there would be advantages in meeting.
The levels of contact described by adopters in Ryburn’s (1996) survey are surprising 
given what can be deduced from the other studies described. This is especially true 
when the conventional practice dictum that a measure of goodwill between the parties 
is necessary for continuing contact to work, is set alongside the fact that all these 
adoptions were contested. Inevitably, it must be borne in mind that since both the 
Murch etal. (1993) and the Rowe and Thorburn survey (Fratter ef a/., 1991) have been 
carried out, there has been some general movement towards greater openness (the 
study by Murch et al. (1993) was based on 1986-88 data, and the Rowe and Thorburn 
survey on 1980-84 data), indeed, Ryburn (1996) purports that given the tendency for 
contact in adoption to move from more limited to more open forums, and since a 
considerable number of adopters whose children lacked contact wished for it, it is 
reasonable to assume that a higher proportion of adoptive families in the sample will 
eventually establish birth family links so that contact becomes the rule not the 
exception.
Ryburn (1996) also sought to discover if there were any differences in terms of 
attitudes and perceptions, experiences or the characteristics of the children placed, that 
could provide a fuller explanation of why some adopters might be more likely than 
others to maintain contact. The factors explored included attitudes to birth parents, the 
reason for the adoption placement, whether a family network placement had been 
considered before adoption, whether it was the same, or a trans-racial adoption 
placement, whether there had been meetings before the adoption, and the child’s age 
at placement. The reader is referred to Ryburn (1996) for a full description of these 
findings. However, of particular relevance for this study were the findings that 
participants who wanted contact, but did not actually have it, commented that its 
advantages were not properly explored with them by the agency at the time of 
placement. This lent support to Fratter’s conclusion (Fratter et al., 1991) that the role of 
the placement agency is important in determining levels of post-adoption contact.
Studies on open adoptions have explored two issues: whether contact is acceptable to 
the parties involved (Dominick, 1988; McRoy, G rote va nt & White, 1988; Berry, 1993; 
Etter, 1993; Gross, 1993; Fratter, 1996), and whether openness brings the benefits
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claimed (Sorosky, Baran & Pannor, 1978; McRoy and G rote va nt, 1991; Hughes, 1995). 
Hughes (1995) interviewed birth parents to determine their knowledge about and 
attitudes towards openness and contact in adoption. In the light of the findings, she 
examined the current trend towards a presumption in favour of direct contact between 
birth parents, child, and/or adopters. Participants expressed considerable concern 
about the impact on the child of direct contact between a birth parent and a child, and 
about the ability of birth parents to sustain agreements without breach for long periods 
of time. Hughes argues for a child-centred approach that must discriminate more 
clearly between the implications for the child of different post-adoption arrangements.
Whilst all of these studies are of small self-selected samples {n range 15 -  150) or 
samples with high refusal rates, they do lend support to the conclusion that many birth 
parents see information about their children as being important, that some direct 
contact can be acceptable, and that some birth and adoptive parents see this as 
bringing benefits. However, no studies have yet compared the outcomes from adoption 
with some form of contact, to adoption without contact. It is therefore difficult to 
conclude whether adoptions with contact are either superior or inferior to those without, 
or what proportions of placements have difficulties directly related to openness. Also, 
the majority of these studies have explored reactions to openness when the children 
were in early to mid-childhood. As such, it cannot be assumed that the story will be the 
same as the children pass through adolescence.
3.4:1 Methodological limitations of the studies
Further studies are needed in this area, as interpreting the results from previous 
studies is complicated by inconsistent results and methodological weaknesses 
(Hughes, 1995; Ryburn, 1996; Quinton et a/., 1997). The variance in results may be 
partly due to the fact that studies have differed in a number of important dimensions. 
For example: sampling issues - many studies are based on small or unrepresentative 
samples, or are sampled on the basis of outcome; a lack of prospective research 
designs - there have been no empirical longitudinal comparative studies which have 
provided information about the outcomes for children of different post-adoption 
arrangements; variation in the definition and measurement of contact; reliance on case 
note data, which has relied on the accuracy of social work recordings; a lack of 
controlled studies, and; the use of placements rather than individuals as the unit of 
analysis, resulting in some children appearing in the analysis more than once.
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The issues relating to the effects of contact are thought to be different for placements 
made in infancy and those made when children are older. Empirical studies suggest 
that permanent placements become increasingly more problematical after the age of 
two (Fratter, Rowe, Sapsford & Thoburn, 1991). Authors such as Quinton et al., (1997) 
suggest that the issues surrounding contact become more complicated as children get 
older because they are likely to retain strong memories of their birth families, both good 
and/or bad. Cross-sectional studies do not take into account the developing needs of 
children and the issues raised at different developmental stages. '
3.5 Theoretical models underpinning the research
Attachment and systems theory have been seen to have a direct bearing on contact 
(e.g., Lindsey, 1995a). Thus these models are now explored in relation to contact 
between children in permanent substitute care and their birth relatives.
3.5:1 Attachment Theory
Within adoption theory and practice, the importance of a child's early relationship with a 
caregiver has been particularly influential, and attachment theory has helped guide 
opinions about children’s placements or contact with parents (Lucey and Reder, 1995). 
Attachment theory points to a crucial dynamic which, if significantly impaired over the 
longer term, has serious effects on a child’s development and welfare (Bowlby, 1969). 
In adoption, consideration therefore needs to be given to how far a child’s capacity to 
attach is damaged by disrupted attachments early on or by a lack of opportunity to 
develop attachments.
According to Bowlby, attachment is evident when someone “is strongly disposed to 
seek proximity to and contact with" another, especially when faced with an unfamiliar or 
threatening situation (p 36, Bowlby 1982). In his early work, Bowlby (1952) purported 
that children suffered emotionally and often physically when separated from the 
parents (the first research focused on mothers) to whom they were attached. Bowlby’s 
later work (Bowlby, 1969) reported that by the age of 18 months children are usually 
attached to more than one individual, with fathers and siblings being the most common 
attachment figures besides mothers. Goldstein, Freud and Solnit (1979) introduced the 
term “psychological parent’’ in recognition of the fact that children form attachments to 
adults who regularly meet their physical and emotional needs, regardless of biological 
relationship. Children also develop attachments with siblings. In exploring the nature of 
sibling relationships. Bank and Kahn (1982) suggest that sibling bonds become
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strongest when children have ready access to each other and diminished physical and 
emotional needs, regardless of biological relationship.
Brodzinsky, Schechter and Henig (1992) contend that adopted parent-infant pairs form 
attachment relationships in a time frame that is virtually identical to that of biological 
parent-infant pairs. However, as is the case with the formation of the first attachments, 
the process permitting individuals to change attachment figures are little understood 
(Main, 1996).
Differing styles of attachment have been identified and described both in childhood, 
and more recently in adulthood (Akister, 1998). The four established categories of 
infant attachment are: secure/B (the infant shows signs of missing the parent, seeks 
proximity on reunion, and then returns to play); avoidant/A (the infant ignores and 
avoids the parent on reunion); ambivalent/C (the infant is greatly distressed and highly 
focussed on the parent, cannot be settled by the parent and may seek proximity and 
display anger in quick succession; and disorganised/D (the attachment figure is also a 
source of alarm and is unpredictable). The disorganised/D group is seen to be 
particularly important because it is likely to include children who may become part of 
the clinical population (Byng-Hall, 1995).
Attachments are seen to lie at the heart of family life (Byng-Hall, 1995). They create 
bonds that can provide care and protection across the life cycle (Ainsworth, 1991), or 
create problems if they become insecure (Bowlby, 1982). Whilst continuing contact with 
birth parents may not necessarily be an obstacle to attachment, the effect of contact 
with birth relatives on a child and adoptive parents’ capacity to form new attachments, 
has been of major concern and debate (Triseliotis, 1991; Berry, 1993; Fratter, 1996).
3.5:2 Systems Theory
Stevenson-Hinde (1990) and Byng-Hall and Stevenson-Hinde (1991) have suggested 
that attachment theory encompasses systemic theory. They argue that patterns of 
attachment are related to patterns of family functioning in the first instance, rather than 
particular dimensions within an individual. Akister (1998) highlights the need for 
attachment relationships to be examined in any attempts to understand and work with 
family systems. Authors such as Lindsey (1995a) and Harris (1999) have purported 
that systems theory provides a helpful framework for understanding the development 
and maintenance of attachment relationships within adoption. However, empirical
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research is only beginning to document the interrelationships among members in the 
adoptive family system (Belbas, 1987; Iwanek, 1987; McRoy, Grotevant and White, 
1988).
Family systems theory has highlighted the importance of considering all members of 
the family when one wants to understand how the family functions. Grotevant, McRoy, 
Elde and Fravel (1994) contend that regardless of the amount of the actual contact 
between adoptive and birth families, a systemic point of view would consider it 
impossible to try to understand an adoptive family without having the child’s birth family 
represented as part of the system. They purport that as increasing openness is 
experienced, this “hidden system" (Hajal and Rosenberg, 1991) becomes less hidden 
and there are personal relationships and more apparent subsystems that emerge. As in 
all systems, conflict may arise when some individuals or subsystems have competing 
goals or needs. Critics of openness in adoption have emphasised such conflicts, 
speculating about their harmful effects primarily upon the adoptive parents and on how 
connected they feel to their adopted children (Grotevant et al., 1994).
Lindsey (1995a) used systems theory to highlight the complex interrelationships 
between the many systems involving the child and influencing decisions about his/her 
care. These include the birth and substitute families, social services, adoption agencies 
and the legal system. She alerts us to the recursive nature of these, which means that 
any movement in one part of the system will have an impact on other parts of it. Any 
intervention with part of the larger system will therefore have an impact on other parts, 
so that a consultation, for example, which helps to resolve conflict between social 
workers and carers, may result in an improvement of the child’s behaviour, without the 
child being seen (Lindsay 1995b).
The actions that people take will be influenced by the beliefs and ideas they hold. 
These will include those about the child and the families involved and views about 
contact and its usefulness. Campbell, Coldicott and Kinsella (1994) assert that “much 
of the focus of systemic thinking is trying to understand the contexts people are in and 
the meanings attributed to various activities” (p 15). The idea that meaning is 
dependant on context is therefore important in understanding the ways in which family 
relationships acquire significance (Bateson, 1973). Social constructionists (Gergen 
1985; Pearce and Cronen, 1980) have taken this idea further in suggesting that the 
way in which people give meaning to their experiences is through social interaction, 
mediated by language. As highlighted by Lindsey (1995b), in adoption, relationships
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are not created biologically, but are brought into being through a series of 
conversations and interactions which provide the context for their existence.
Berry (1991) suggested that to adopt requires the psychological ability to become part 
of a triangle - a family system that includes the adoptive family, the birth family and the 
child. It requires a capacity to help the child integrate his/her story with a story that 
evolves in the newly formed family and to accept the child’s previous experience. 
Harris (1999) suggests that this system should be thought of as rectangular, as a fourth 
position, that of the professionals involved and the views they contribute to this process 
also need to be considered. However, in light of the concept of partnership between 
families and services being central to the Children Act 1989 (Marsh, 1990), the author 
purports that this system should be thought of as three dimensional, perhaps as a 
pyramid. By encapsulating the system in this way, the recursive nature of the 
relationships within the system are emphasised.
3.6 Professionals’ beliefs regarding contact
It is surprising to note that despite the degree of development and scrutiny placed on 
the field of adoption over the past decade, there is a paucity of research that has 
sought to explore professional’s attitudes and beliefs regarding contact.
A recent study by Harris (1999) found that all the ‘expert professionals’ in her study 
(i.e., independent experts - psychiatrists and clinical psychologists, guardian ad Litems, 
and judges), focussed on ‘the best interests of the child’ in making recommendations or 
decisions about contact between children in permanent substitute care and their birth 
relatives. Harris described five salient themes to emerge from her study: parental 
capacity; children’s rights and wishes; contact as central to identity; the safety of the 
child, and; the age of the child. She described some themes as being specific to 
professional groups. For example, she found that: attachment theory offered a guiding 
framework for the ‘independent expert’ group; guardian ad Litems saw parental 
capacity and needs as being important, and saw their views as being different to, and 
in conflict with those of others, and; judges saw the law as paramount. Whilst these 
findings must be interpreted with caution as a result of the small non-representative 
sample, it demonstrates the use of examining the influences on different professionals 
in reaching decisions. Harris (1999) alerted us to the existence of shared beliefs within 
and across professional groups and their role in decision making, and highlighted the
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need to examine the beliefs of other key professionals in this area, such as social 
workers.
Newman (1995) acknowledged that although contact was encouraged in principle by 
social workers, previous attitudes may continue to affect beliefs and practice. Indeed 
he highlighted this with Berridge and Cleaver’s (1987) finding that social workers’ belief 
that children need a “clean break" from the past was identified as a factor in their study 
of foster placement breakdowns. Newman (1995) purported that despite the fact that 
there has recently been considerable research on contact arrangements, too many 
social workers remain ignorant of the findings. He highlighted the need for local 
authorities to take positive steps to ensure social workers are aware of these findings, 
and that the authorities commitment to contact is reflected in training programmes.
Rushton (1994) questioned the relationship between national policy and its 
implementation at a local level for social service departments. Bearing in mind that 
exact equality of provision is not the goal as local needs and circumstances vary, he 
carried out a prospective study in England of the outcomes for 61 older children (aged 
5-9) of permanent placement in substitute families. The aim of the study was to 
examine, via the views of the principle officer, the agency’s current stance on the more 
contentious aspects of permanent placement policy, and to see whether there were 
significant differences across authorities in terms of their commitment, philosophy, 
organisation, and availability of professional skill.
Rushton (1994) found that ‘openness’ was a live issue for all the social service 
agencies, and many were preparing a new policy statement. Authorities wanted staff to 
view continued contact with their original families more from the child’s perspective, 
and to be aware of the distress experienced by children severed from past 
relationships. In general, the respondents favoured ‘openness’, but they also had some 
reservations about it. For example, they were cautious about contact leading to divided 
loyalty in the children, and the risk of destabilising the placement. Concern was felt at 
the lack of research evidence to show when contact was likely to be beneficial, and 
when it was likely to cause problems. In the study, the need for greater social work 
involvement in these more complex and possibly precarious situations was expressed. 
However, the study found that it was hard for social service agencies to provide a 
commitment to continued monitoring and support of contact in the context of 
unpredictable resource levels for the future.
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Lindsey (1995a) highlighted the difficulties faced by social worker’s in making decisions 
about contact, in that they need “to strike a balance between the creation of a 
permanent placement for the child which will not be disrupted, and maintaining links 
with the original family” (p 49). She also highlighted the clinical implications of the 
difficulties in decision making regarding contact, purporting that there are frequently 
conflicts of opinion within social work agencies regarding contact, which can 
sometimes paralyse the decision making process. These conflicts arise from 
differences in perspectives because of the workers’ roles, and personal and 
professional life experiences, or as a result of the agencies policies and resources. 
Lindsay (1995b) reports that social workers and families often seek specialist help 
provided by child mental health services when there is a need to reassess adoptive 
placements, perhaps because of concerns expressed by the social worker, the parents 
or the child, about the quality of the parenting, or the child’s behaviour and progress. 
She purports that having the opportunity to discuss these issues in a neutral setting 
and to recognise the origin of the conflicts is often valued.
3.7 C oncluding com m ents
There is little empirical evidence that either strongly supports or opposes contact 
between children in substitute care and their birth relatives, and it seems that legislative 
changes reflecting a shift from closed to more open models of adoption have been 
determined by anecdotal evidence. Attachment and systems theories appear to provide 
a useful framework for understanding many of the complex factors that will be 
important in determining contact between each member of the adoption ‘pyramid’.
Harris (1999) highlighted the need for further research to ascertain factors that 
influence professionals’ beliefs about contact between children in alternative care and 
their birth relatives, in response to this need, the construction of social workers’ beliefs 
formed the focus of this research. The research project sought to explore these clinical 
issues in a more systematic way by examining the beliefs and assumptions employed 
by social workers about contact between children in substitute care and their birth 
parents. It was anticipated that a qualitative research methodology, interpretative 
phenomenological analysis, would facilitate the emergence of the salient aspects of 
participants beliefs and experiences. In addition, it was anticipated that the findings 
from this research would assist in the development of a formal framework to ensure 
consistency in decision making.
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4.0 The Aims of the Study
1. The study sought to explore social workers’ beliefs and influences regarding 
contact between children in substitute care and their birth parents, and to identify 
the important themes to emerge.
2. The study sought to explore how the social workers’ views and experiences of 
contact could be understood in relation to existing psychological theory, specifically 
attachment theory and systems theory.
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5.0 Method
5.1 Research Design 
5.1:1 Rationale for methodology employed
As the research was concerned with individuals’ understandings and experiences, a 
methodological approach was required that enabled the complexity and diversity of 
individual accounts to be captured and retained. There has been a growing recognition 
of the value of qualitative methods in psychology (Richardson, 1996), and particularly 
within clinical psychology (Smith, 1996c). Qualitative methodologies have their origins 
in non-positivistic approaches to understanding human behaviour, and “are generally 
concerned with exploring, understanding and describing the personal and social 
experiences of participants and trying to capture the meanings particular phenomena 
hold for them” (Turpin et al., 1997). Given the discovery oriented nature of the 
research, and its focus on meanings rather than generalisability, interpretative 
phenomenological analysis (IPA), a qualitative research methodology was considered 
the most appropriate.
5.1:2 Description of Interpretative Phenomenological Analysis
Within qualitative research methodology, the researcher is seen as central to the sense 
that is made of the data (Bannister, Burman, Parker, Taylor and Tindall, 1994). IPA is 
seen as having a dual commitment to investigating personal accounts, whilst remaining 
sensitive to the impact of the “researcher’s own conceptions that are required in order 
to make sense of that other personal world through a process of interpretative activity” 
(Smith, 1996a, p 264).
The aim of IPA is to explore in detail the participant’s view of the topic under 
investigation and to adopt, as far as possible, an ‘insider’s perspective’ (Conrad, 1987) 
of the phenomenon under study. Thus, the approach is ‘phenomenological’ in that it is 
concerned with individual’s personal perceptions or accounts. At the same time, IPA 
also recognises that the research exercise is a dynamic process, to some extent 
guided by the interests and concerns of the investigator (Jarman, Smith and Walsh, 
1997). While one attempts to get close to the participant’s personal world, one cannot 
do this directly or completely. Access is both dependant on, and complicated by, the 
researcher’s own conceptions which are required in order to make sense of that other
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personal world through a process of ‘interpretative’ activity (Smith, 1996b). Hence the 
term interpretative phenomenological analysis is used to signal these two facets of the 
approach (Smith, Jarman and Osborn, in press).
IPA is an essentially ‘idiographic’ or case study approach for documenting complex 
psychological processes, and provides reflections upon the content rather than the 
frequency of phenomena. A central premise of the method is allowing participants to 
tell their own story, in their own words, about the topic under investigation (Smith, 
Flowers and Osborn, 1997). Patterns across cases are sought in order to develop a 
‘grounded theory’ of the phenomena under consideration.
According to Smith (1996a) IPA is similar to grounded theory (Glaser and Strauss, 
1967) in that it uses many of its rigorous strategies for deriving a set of theoretical 
outcomes from unstructured qualitative data (Charmaz, 1990; Pidgeon, Turner and 
Blockley, 1991), such as the systematic generation of themes. However, IPA takes 
account of Charmaz’s (1990) criticism of grounded theory that the generalisations 
developed may be viewed as representing objective external reality, as with traditional 
positivistic approaches. Instead, it forfeits the traditional positivistic goal of objectivity in 
order to obtain rich contextualised accounts of phenomena. Researchers using IPA are 
seen as inevitably having a perspective and a set of ‘sensitising concepts’ from which 
to build their analyses of data. Smith (1996b) purports that this subsequently facilitates 
the development of more precise and relevant research questions. In this study, 
‘sensitising concepts’ from attachment theory and systemic theory provided the initial 
perspective.
5.2 Instruments used in the study
To facilitate the participants’ account of the personal meaning of the phenomena under 
consideration, a semi-structured interview was utilised. The semi-structured interview 
used in the study was based on that developed by Harris (1999) in her examination of 
‘expert’ professionals beliefs regarding contact between children in substitute care and 
their birth parents. The questionnaire was developed according to the procedure 
outlined by Smith (1995), which involved identifying broad themes based on existing 
literature and discussions with colleagues experienced in the area, putting questions in 
logical order with more sensitive questions later, using neutral open questions, and 
avoiding jargon. The modified interview schedule was piloted with a social work 
colleague experienced in working with adoptive families to assess the length of the
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interviews and the comprehensibility and relevance of the questions. The feedback was 
incorporated into the final version (see Appendix Two). The aim of this procedure was 
to gain access to the participants beliefs, and not to check the investigator's 
preconceptions of contact. Thus, the interview schedule was not intended to be 
prescriptive, but acted as a guide outlining the areas of interest to be discussed during 
the interview, enabling participants to tell their own story.
5.3 Administration of the interviews
Informed consent was obtained from each participant in the study. This was achieved 
by writing to each participant inviting them to participate, and providing them with 
information about the study (see Appendix Three). Participants were invited to contact 
the author if they wanted to obtain additional information regarding the study. Prior to 
the interview taking place, all participants were provided with a duplicate information 
sheet (see Appendix Four), and were asked if they had any questions or concerns 
about the study, before being given a consent form (see Appendix Five) to sign, and a 
Background Information Sheet (see Appendix Seven) to complete.
All participants were interviewed in a private room at their place of work. The interviews 
lasted between 45 and 90 minutes, and all interviews were audio taped. Each tape was 
then transcribed verbatim, and returned to participants for verification. The tapes were 
erased after being transcribed.
Participation in the study was entirely voluntary, and participants did not receive any 
form of payment to take part. Participant confidentiality was adhered to at all times.
5.4 The Sample
The sample was derived using theoretical sampling techniques (Fife-Schaw, 1995), 
participants being selected because they were thought to illuminate the area being 
studied. This was seen as appropriate as the aim of the study was to sample a group of 
people who were most likely to provide theoretical insights to the research questions,
i.e., social workers. This approach is common in qualitative research (Glaser and 
Strauss, 1967). The main advantage of this sampling technique is that people who are 
likely to give the greatest insight into the research question are included in the study. 
Conversely, the main disadvantage is that people who might provide information that
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contradicts the theory may not be included, thus introducing potential sources of error 
and bias to the data.
The criteria were designed to allow comparability across cases, but as the aim of IPA is 
to produce detailed examination of individual cases (Smith, 1996a), participants were 
not selected to be particularly representative of a population. Nevertheless, it was 
envisaged that the inclusion of twelve participants from a number of different agencies 
would provide a broad range of perspectives.
5.4:1 Recruitment of participants
Participants were recruited using snowball sampling techniques (Fife-Schaw, 1995). A 
number of field social workers attending courses at the Tavistock Clinic were invited to 
take part in the study. They were subsequently asked to introduce other appropriate 
social workers who in turn were invited to nominate other appropriate social workers. In 
an attempt to reduce potential sources of error and bias in the sample, participants 
were employed by a range of local authorities within the London Boroughs.
5.4:2 Criteria for the exclusion of participants
Participants with less than two years post-qualification experience within child and 
family statutory social services were excluded from the study.
5.5 Data Analysis
The verbatim transcripts of the interviews served as the raw data, which were analysed 
using interpretative phenomenological methods described by Smith (1995) and Osborn 
and Smith (1998).
The analytic process proceeded as follows:
1. Interview transcripts (see Appendix Eight for an example) were read, and re-read a 
number of times, to ensure a general sense was obtained of the whole nature of the 
participant’s accounts. During this stage, notes were made of potential themes and 
the process was informed by the researcher’s experience of the interview itself.
2. The text was reread and any emergent themes identified and organised tentatively.
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3. The themes were then defined in more detail and their interrelationships were 
considered.
4. Two transcripts were independently analysed by a Clinical Psychologist. The two 
analysts discussed their reading of these interviews and came to an agreement on 
the theme categories before analysis proceeded on the subsequent transcripts.
5. In line with the recursive nature of the systems model, following completion of the 
data analysis, participants were invited to authenticate the interpretations, i.e., the 
conclusions were taken back to a subset of the participants to check whether they 
made sense (Breakwell, 1995). This was achieved by seeking feedback from a 
subset of participants who were sent a summary of their interview and the themes 
that emerged (see Appendix Nine for an example). The feedback was incorporated 
into the final analysis.
6. The shared themes were then organised to make consistent and meaningful 
statements which contributed to an account of the meaning and essence of the 
participants’ experience grounded in their own words.
Thus the analysis presented in the results section is organised around themes which 
emerged from the transcripts, rather than constructs predicted in advance. Consonant 
with the phenomenological approach these themes are then considered in relation to 
the relevant literature in the Discussion section.
5.6 Validity and reliability
If the construction of social worker’s beliefs regarding contact between children in 
substitute care and their birth parents is to be fully explored, then the author would 
argue that such an intensive qualitative approach as IPA is required. However, it has 
been hypothesised by a number of authors (e.g., Turpin et al., 1997) that qualitative 
methodologies are likely to encounter criticism within a dominant ‘positivist’ paradigm in 
psychology. In light of this, the research design incorporated procedures to assess the 
internal validity and reliability of qualitative research. In line with Smith’s (1996b) 
suggested criteria, the following procedures were utilised:
• Internal coherence. The final report is coherent, and deals with contradictions and 
ambiguities within the data.
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• Presentation of evidence. Sufficient verbatim evidence from the participants is 
presented in the results section to allow the reader to interrogate the interpretation 
being made.
• Respondent validation. Participants were invited to authenticate the interpretations 
made.
• Independent audit. As a check on the analysis, two transcripts were analysed 
independently. The two analysts discussed their reading of these interviews and 
came to an agreement on the theme categories before analysis proceeded on the 
subsequent transcripts.
As stated by Osborn and Smith (1998), it is important to note that these procedures 
were not intended to produce a single definitive reading, for example, the two analysts 
were not aiming to produce a satisfactory inter-rater reliability score, but rather to verify 
that the particular analysis presented had been systematically achieved and was 
supported by the data.
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6.0 Results
6.1 Demographics of participants
The sample consisted of twelve participants. Six participants identified themselves as 
the children’s social worker, five participants identified themselves as the adoptive 
family’s social worker, and one as a freelance social worker. All participants were 
employed by local authority social services or voluntary adoption and fostering 
agencies within inner London.
The age bands for the participants can be seen in Table One. Ten of the participants
26-35 years Three
36-45 years Two
46-55 years Four
56-65 years Three
Table One: A table showing the aae bands for participants.
were female, and two were male. Ten participants described their ethnic group as 
white, one as white Greek/Irish, and one as Black-British. Seven participants described 
their country of birth as England, one as the Irish Republic, one as Israel, one as 
Canada, one as the U.S.A., and one as South Africa.
All participants had obtained professional qualifications in Social Work. Three 
participants did not obtain their qualification in the UK, but described their qualifications 
as being equivalent to the CQSW. The length of time since qualifying ranged from two 
years to twenty years.
6.2 Description of themes
The analysis focused on those themes which emerged from the interviews pertinent to 
the understanding of the beliefs and assumptions employed by social workers in the 
construction of decision making about contact, and how they are used to influence this 
process. In line with the research methodology employed, themes were defined by and 
grounded in the data to reflect the positions of participants. Thus, a small number of 
verbatim extracts from the transcripts are presented to define and illustrate the themes.
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6.2:1 The interests of the child as paramount
One predominant meta theme emerged from all of the transcripts, that of the interests 
of the child as paramount. Exploration of this theme appeared to reflect a shared 
meaning for all participants. Two key examples were:
7 mean my argument would always be, is it in the best interest of the child?  I think
that we do need to remind ourselves constantly that we are supposed to be working 
with the interests of the child as paramount. ’ (Participant Four {P4})
‘If contact is in the best interest of the child, then that’s what I’ll fight for and argue for, 
and we’ll fund it, and we’ll go to all sorts of great lengths for it to happen.’ (Participant 
Nine {P9})
Whilst the meta theme of the interests of the child as paramount appeared to reflect a 
shared meaning for all participants, the process of enactment appeared to vary 
between participants. Two macro themes emerged from the analysis which appeared 
to encapsulate the variation for participants: personal influences, and; professional 
influences. These macro themes will now be described and illustrated.
6.2:2 Personal influences
Within the macro theme of personal influences, two superordinate themes emerged: 
empathy and the impact of personal life experience.
6.2:2.1 Empathy
The superordinate theme of empathy as a personal influence related to an awareness 
and Understanding of clients’ feelings and emotions, as demonstrated by:
7 think often where social workers have worked with the birth families, they plainly feel 
identified with their pain and distress, and so want to set up things that are somehow 
going to try and alleviate that, ’ (Participant Six {P6})
7 think that we have a natural affinity towards parents and children being together, and 
we are, professionals are as human as everybody else, and you have got to examine 
your own feelings about that, and why you make certain decisions. ’ (Participant Eight 
{P8})
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7 think it is hard to say no to contact to often sad people.’ (P9)
6.2:2.2_____ The impact of personal life experience
Ten of the twelve participants described their personal life experiences as having had 
an influence on their work. In response to a question asking whether they thought any 
personal experiences influenced them in relation to contact, one participant stated:
7 would be dishonest if  I didn’t say that there were!’ (P6)
Another participant stated:
7 think personal experiences are very important. I think because you are dealing with 
families and you are dealing with people, your own personal life experiences are really 
very important. ’ (Participant Ten {P10})
In an attempt to protect the confidentiality of the participants, it was not thought 
appropriate to include verbatim extracts of their transcripts describing the kind of life 
experiences they described that had influenced their work. However, participants did 
describe the following experiences as being influential: being a birth parent; having 
birth parents who had also fostered other children; having emigrated to this country and 
therefore not having had regular contact with their own birth family; being adopted 
themselves, and; having close friends who were adopted.
6.2:3 Professional Influences
Exploration of the macro theme of professional influences appeared to reflect a shared 
meaning for all participants in relation to the importance of involvement with, and 
outcome of cases. This can be demonstrated by the following:
'A lot of my work in the past ten years or so has been spent talking endlessly about it, 
and there's lots of cases that I will have drawn on in terms of influencing my thinking 
about it. ’ (Participant One {P1})
7 think one of the most influential things is just seeing the care system. Having worked 
in a iot of children’s homes and seeing the outcome of not having any secure place for 
any length of time, and you see what you are dealing with when the children are 
fourteen, fifteen and sixteen, it sort of brings you down to earth with a bump about what 
can happen because you don’t make the decisions.’ (Participant Eleven {P11})
179
Large Scale Research - Results
7 suppose partly volume. Actually sitting there [on the adoption panel] once a month 
and having probably five or six placements being discussed.’ (Participant Twelve {12})
Whilst the macro theme of professional influences appeared to reflect a shared 
meaning for all participants, the process of enactment appeared to vary between 
participants. Six superordinate themes emerged from the analysis which appeared to 
encapsulate the variation for the participants. The superordinate themes that emerged 
within the macro theme of professional influences can be seen in Table Two.
Superordinate themes to emerge
Flexible attitude towards contact
Parental capacity
Professional context
Conflicts
Responsibility for decision making
Referral to child mental health services
Table Two: A table showing the superordinate themes that emerged from the data 
within the ‘professional influences’ theme
Each of these superordinate themes will now be described and illustrated in full using 
short verbatim extracts from transcripts.
6.2:4 Flexible attitude towards contact
All participants highlighted the need for a flexible attitude towards contact. Two key 
examples were;
‘You cannot have a rule, because what works in one family isn’t going to work in
another, children’s circumstances are so enormously variable So I feel very much
that there has to be flexibility and fluidity   ’ (Participant Six {P6})
it varies so much from case to case [and] from parent to parent as w e ll ’ (P11)
Within this superordinate theme of the need for a flexible attitude towards contact, 
three subordinate themes were subsumed within it: the need for flexibility over time in 
relation to contact; flexibility with regards to form of contact, and; flexibility with regards 
to which parties were involved in contact emerged as being important factors.
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6.2:4.1_____ Flexibility over time
The theme of flexibility overtime encompassing a developmental process emerged:
‘You see it’s complicated, some children need different things at different times.’ (P1)
7 think what I have teamed is that contact is not a finite thing and that it is something 
you have to think about in terms of that child’s whole life, rather than what is going to 
be right for this child in the first year of placement -  you have to be much more flexible 
and imaginative than that’. (Participant Two {P2})
6 2:4.2_____ Flexibility regarding form of contact
The theme of flexibility regarding the form of contact emerged:
‘ contact can have so many forms, it can be a letter it can be a post card, it can be
a telephone call, it can be direct face to face. But most people, when they think about 
contact, the first thing they think about is the direct face to face, or the letter box two or 
three times a year. ’ (Participant Three {P3})
‘ we would look at any ways to maintain contact with the birth family.’ (P11)
6.2:4.3_____ Flexibility regarding parties inyolyed in contact
The theme of flexibility regarding the parties involved in contact emerged:
7 suppose I have always felt that sibling contact can be cmcial, .......’ (Participant
Seven {P7})
‘It can be friends, it can be previous foster carers that want to keep a link. ’ (P9)
‘ or particular places that the child has been visiting that maybe that child should
continue visiting.’ (P10)
6.2:5 Parental Capacity
Within the superordinate theme of parental capacity, the participants meaning for this 
theme varied in relation to whether it was the birth or the adoptive parents capacity. 
Thus, two subordinate themes emerged: the adoptive parents capacity, defined as their 
ability to understand the need for contact and sustain arrangements, and; the birth
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parents capacity, defined as their ability to support the permanency plan and sustain 
arrangements.
6.2:5.1 Adoptive parents capacity
This theme was demonstrated by the following:
7 am equally influenced by what I judge to be the capacity of the new family to make 
sense of, and tolerate, for themselves and the child, the contact with the birth family. In
fact probably that for me that is the most important issue,  unless the new family
really can make sense of why a child needs to retain some contact, and can play a 
supporting role in that, and equally be able to deal with the painful aftermath for the 
child, then it is really very difficult indeed to set any kind of arrangement up. ’ (P2)
There has to be a sense of a willingness to think about the child’s background, where 
the child has come from, sharing information with children, ’ (P6)
Incorporated within the theme of adoptive parents capacity was a need for the adoptive 
parents to take the initiative with regards to contact:
‘And I often think that if it needs to be supervised, then I sometimes query whether it 
needs to take place at all, because it begs the question for me: well how come it is in 
the child’s best interest if you are supervising it, what messages are you giving, and 
how difficult is that for adopters to have to cope with?’ (Participant Seven {P7})
‘It can be very difTicult if they are going to a stranger adoption, outside the family, to 
have contact with the birth family, because you are not going to be able to supervise 
that realistically - eighteen years with the same social worker wouldn’t happen to start 
with - so you are looking for an adoptive family who would be able to manage that. 
(P11)
Also incorporated within this theme was an emphasis on the vulnerable position the 
adoptive parents appear to be in from the social worker’s perspective:
‘If they don’t agree to the kind of contact being asked, they may be concerned that that 
they don’t appear committed to the children if they don’t agree to contact, and they are 
bound by the fact that they want to have the children placed with them.’ (P1)
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7 think that the adoptive parents are in a very vulnerable position and they will often 
agree to more than perhaps is appropriate, or that in their heart of hearts that they
could really manage, because they are frightened that if they say no this placement
may not take place. ’ (P5)
6.2:5.2_____Birth parents capacity
This theme was demonstrated by the following:
‘So I suppose it needs to be a parent where there is a level of acceptance about their 
own inability to offer that child parenting. ’ (P2)
.‘But I think if you have birth parents who can’t accept [relinquishing their role] on any 
level, then I think the chances are that they will undermine the placement, not 
necessarily intentionally, but I think that they would find it too painful. (P7)
6.2:6 Professional context
Within the superordinate theme of professional context, three subordinate themes were 
subsumed within it which appeared to encapsulate the yariation in meaning for the 
participants. The subordinate themes were: theoretical underpinnings and training; 
legislative duty, and; resources and practical considerations.
6.2:6.1 Theoretical underpinnings and training
The importance of attachment theory to participants emerged:
7 think that I’ve already referred to attachment theory. I think that it’s really important to 
have some understanding of the importance of attachments for young children, and 
also of how attachments can become very damaged, and children can have a strong 
attachment, and yet it can be one that is really not very helpful to the child. ’ (P1)
7 guess if there was a particular model I’d draw on, it would be attachment, I think it 
would have to be, and effects of breaking and loss or separation On such attachments, 
I think that is the overriding one when thinking about contact.' (P12)
Identity also emerged as an important consideration:
‘Some people say, well if they’ve never known one another, why are you introducing 
them to one another now? But then if children are never going to be adopted, they are
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going to linger in our care system, in the best way we can but never perfect, why
shouldn’t they know at least who they are . . .  you know. ’ (P9)
‘You know, family history is so important fora child for their development, their identity, 
and I think we have got an obligation to try and keep those ties going. ’ (P10)
Systems thinking emerged:
7 think more of a kind of family therapy model on some level, you know certainly 
systems, and understanding systems, and the impact on the child I think is very 
important’ (P7)
7 think systems come into it, because it is about how they are all going to interact and 
where the child fits in with that, and the impact of different statements on different parts 
of that system. ’ (P12)
The need for a holistic perspective emerged:
'.....  one would start with those reports and meetings with the social workers, and
hopefully also meetings with other people who then can add! to the reports, such as 
school and people like that, to build as full a picture as possible of the child’s current 
emotional needs. (PI)
‘You get a full picture of what is going on in respect of the child. Now that would 
include an assessment, checking out how the child is developing on all fronts, is she or 
he doing well in the placement, at school, at leisure, socially, what is the position at this 
stage.’ (P8)
Participants recognised the positive attributes of relevant research literature on 
practice. Two examples being:
‘There is some research that looks at contact and whether it’s been helpful in 
supporting a placement. I try to keep abreast of research findings ’ (P6)
7 think you look at research on outcomes to an extent, and the positive outcomes that 
you tend to get from an adoption, and the way it allows children to grow up in a secure
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environment where they have one set of attachments that take them all the way 
through ’ (P11)
In contrast, four participants were not able to name the theories they drew on in their 
work, but recognised that there were models in existence:
‘Oh dear, I have been graduated too long to remember all these models and theories, I 
just practise them! I don’t know to be honest, I can’t really put them in framework or 
theory. ’ (P5)
7 don’t really know to be honest. ’ (P9)
7 knew you were going to ask me this! I am embarrassed. I’m embarrassed in that I
have to say no I think, I can’t say that there are any specific models that I use, no.
 I don’t feel that I’ve kept abreast of the literature. ’ (P10)
7 think that social workers have been quite poor at naming the theories that we use.’ 
(P12)
A further theme to emerge related to training:
‘My view is that we have lost out because of the problems in Britain,  problems in
Britain have been around money and you can’t train a social worker in two years, I 
mean that is Just utter nonsense. And that is what has happened for years in this 
country. And so what you have got is the CQSW, and it is just not good enough. ’ (P8)
6.2:6.2 Legislative duty
A theme relating to legislative duty emerged. Participants appeared critical of the ways 
in which legislation has been interpreted, and inferred the need for law reform:
‘.....  I think the 1989 Children Act that really brought it up, and I think that was a
misunderstanding, but because the Children Act took a view on this contact between 
looked after children and their birth parents, that it was transferred hook line and sinker 
if you like to adoptive children, who are in totally different situations to looked after
children  the way the courts have interpreted the law has actually been more
conservative than that of most Social Workers have done  There is general
recognition that the law does need changing, .....  most of the adoption legislation
185
Large Scale Research - Results
dates back to the ‘58 Act, and since that time practice has actually changed a lot, so it 
would be nice to have a more up to date Adoption Act that is in line with more modern 
thinking, but that also clarifies what is right for adoption as opposed to the more 
general Children Act that applies more generally.to accommodated children.’ (PI )
A theme of a lack of guidelines and criteria for assessing contact emerged:
‘Primarily it is a duty upon us now as à result of the Children Act to consider what level, 
what quality and what sort of contact is to take place for children following placement.
 I think, in a way that is partly why it is such a struggle because there is no actual
criteria anywhere I do think that is one of the difficulties actually, and that is what
makes it so complex. Because at the moment there isn’t an absolute body of 
knowledge. There are many, many different perspectives........’ (P2)
A theme that current legislation does not meet the needs of clients also emerged:
‘But there is a conflict, I think, between the Children’s Act and the Community Care 
Mental Health Act in the fact that they only need to be treated as adults who are well 
enough to be able to look after themselves in the community, and they have the right to 
have their need to be a parent addressed as well. That is sort of a little bit beyond the 
scope of that act. The mental health services tend not to view parents with mental 
health difficulties actually needing to be parents, and so that can be problematic. I 
have got one case, [where the birth mother] had a psychotic episode and she is still in 
hospital, and I have had various run ins with the Mental Health Service over the fact 
that I think she needs to be viewed as an adult who wants to be a parent, and that 
should be treated. Whereas they were reluctant to take her back into hospital on the 
grounds that she could just about look after herself in the community, but she couldn’t 
look after the child, and I was making the point that that was sort of abusive, because 
you know, she wasn’t being given the chance.’ (P11)
6.2:6.3 Resources and practical considerations 
A theme relating to resources and practical considerations emerged:
‘Okay, we hear about resources all the time, but if you really think that it is going to be 
in the child’s interest, then I think that the local authority have to find the resources. ’ 
(P4)
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‘Contact needs enormous resources if it is going to be managed well. ’ (P6)
‘But I think contact is difficult and it is time consuming, and in a way we are not
resourced enough for it, we are not. ......  In busy social sen/ices departments its
difficult to give it that amount.. .we do try to give it, but its difficult sometimes. ' (P9)
6.2:7 Conflicts
All participants highlighted the wide range of professions involved in the work, as 
demonstrated by:
‘There is a massive amount of interagency working, ’ (P10)
‘You are guided by other professionals involved with the parents, so if they have mental
health services involved with them, you discuss with them as to what the likely ongoing 
effects of contact or no contact are likely to be, and you are going to be guided very 
much by that’ (P11)
It appeared that a number of conflicts emerged both between and within professional 
groups. Within the superordinate theme of conflict, two subordinate themes were 
subsumed within it: professional conflicts, and; hierarchies of opinion.
6.2:7.1 Professional conflicts
This theme related to competing goals and roles between the professionals involved, 
both intra and inter-professionally. Intra-professional conflicts were demonstrated by:
‘It is quite a delicate balance sometimes to get [casework responsibility] right, and it 
can result in conflict between the adoption staff and the district staff.’ (P2)
7 am not knocking local authority workers because I think that they have a very difficult 
role when they are working with the children and the birth family, but I think their roles 
are very conflicting sometimes.’ (P4)
‘.....  sometimes they don’t always necessarily agree within the same agency, you
know the social worker who is actually involved in the adoption section might have a 
different view.’ (P5)
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‘And there was a big kind of argument, not argument, between me and another social 
worker, and in the end we took it to [a child mental health service] for a consultation.’ 
(P9)
Inter-professional conflicts were demonstrated by:
‘Yes, well largely, my views do differ [to other agencies] sometimes.’ (P8)
‘.......   there is some conflict of who’s role it is to manage [the birth parents grief
process], whether it is ours, because we are the children’s social worker and to what 
extent does that bring us into conflict with our role. ‘(P11)
‘You know sometimes these things have to be delayed and it leads to conflicts 
especially with courts I think, which can be quite awkward. Because then you get 
pressure from above in the Borough because they don’t like to look bad in the eyes of 
the courts. So it is ]ust keeping in mind that the important thing is making the right 
decision and not in pleasing your superiors or pleasing the courts. ’ (P11)
6.2:7.2 Hierarchy of opinion
This theme related to the perceived power differentials between the different 
professions and family members involved. This can be demonstrated by the following:
7 think that’s a misunderstanding of the Children Act, where they think that working in 
partnership means always sort of giving the birth parents view a lot of weight, and even 
when you get to the stage with adoption, some people will put that even before 
anything.’ (PI)
7 think that contact arrangements should be made primarily for the child, and in the 
second place, the adopters views should be considered. But I think that the reality is 
that workers involved with the birth family are often quite powerful in terms of 
negotiating and setting up contact arrangements, and so their focus, for obvious 
reasons, is about the birth family.’ (P3)
6.2:8 Responsibility for decision making
A theme related to the responsibility for decision making emerged from the transcripts. 
It appeared that participants found it difficult to take responsibility for decisions 
regarding contact:
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7 think it is very hard, I think it is very painful, very hard and there is a lot of confusion 
often, and uncertainty and difficulties in reaching what is felt to be a good position for 
the child. It is such a huge responsibility in thinking about the child’s future and 
thinking about placing that child in a new family, that contact on top of that with the 
family of origin, is often almost impossible for social workers to consider. It is a matter 
that has to be considered, but I do think that probably workers would prefer not to have
to think about it quite so senously. But we really do subscribe to the child’s worker
continuing to hold the responsibility. (P2)
‘And so it depends on the nature of the case, but in some ways the more people
involved the better it is quite refreshing when people do get themselves involved
and offer advice, and even if it is not helpful, you would rather they be involved rather 
than n o t’ (P11)
Participants appeared to make attempts to share the responsibility for decision making 
either through individual supervision:
7 think supervision is essential really because I think the issues are very complicated, 
and it’s very easy to be drawn in and see only one aspect, and I think that having the 
opportunity to stand back is very important. ’ (PI)
‘I’d say supervision has been very influential in my thinking. ’ (P4)
‘My own supervision, [has] probably not [been influential in thinking about contact]. I 
don’t think that I have had anybody who has actually come in with the wealth of
knowledge to actually debate that through with  And although I have some
experience, I don’t feel experienced enough as a kind of line manager I suppose, to be 
having a huge input into the people that I do supen/ise. ’ (P I2)
through peer supervision:
‘  In this kind of work, there is often several workers representing different sort of
parties, and having case discussions going off with a number of points of view, so 
there’s perhaps more emphasis on peer supervision. (PI)
‘My supervisor hasn’t done many adoptions, so that is kind of strange, whereas some 
of the workers we have been working with in the adoption and fostering team have
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done a great many adoptions, so I tend to tum more to them to sound out, what do you 
think around certain things, and what’s the meaning for children who have had this 
arrangement or had that arrangement, and try to work out from people’s experience 
what seems to have worked best if there are any similar situations. ’ (P11)
or through liaison with other professionals:
‘Well, I think that it is always a shared decision between us [voluntary adoption agency] 
and the local authon'ty.’ (P3)
7 mean we’re obliged to be working in the interest of the child, you know, we ought to 
be listening to people who have a role, and either you have a family who talk about 
their own commitment to the child, or professionals who have some expertise is 
absolutely crucial. It’s crucial to be looking at these issues, not on your own, but you 
know with anyone who has been involved with the child.' (P I0)
‘You find the first hurdle you need to get over is the ‘ what is the agenda here’. I don’t 
think you will ever really get over that, there is always the suspicion that social worker 
equal’s removing children, so the more professionals you can involve that they see as 
being on their side, the better. It also helps them to come to terms with any decision 
that is made, because they can see that it wasn’t made against them, it was made by 
people they quite tmst and it can be explained to them better in that way, and so it 
helps them come to terms with decisions made.’ (P11)
6.2:9 The role of child mental health services
A superordinate theme related to the role of child mental health services in contact 
arrangements emerged. Participants were supportive of the role of child mental health 
services in offering therapeutic support to their clients and in offering professional 
consultation, as demonstrated by:
‘My own view is that child mental health services could probably assist each and every 
placement really.’ (P2)
Subsumed within this theme were two subordinate themes: therapeutic support for 
clients, and; professional consultation.
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6.2:9.1_____ Therapeutic support for clients
This theme was demonstrated by the following:
‘......  I am a firm believer of therapeutic support, psychotherapeutic support for not
every child, but a lot of children, but the problem is there is often not enough resources, 
and sometimes children can’t be offered the type of therapy or the amount of therapy 
they need as soon as they need it  ’ (P5)
‘We do very often make referrals to child guidance clinics or family consultation
centres  Very often it is with the hope that the child themselves can have some
help, because a lot of the children that we place have already experienced such
distressing things before they ever joined their adoptive family, ’ (P6)
As well as positive views of child mental health services, a note of caution was raised 
by at least one participant where they recognised the use of assessments,
‘...... , but actually then getting them to effect change, to do positive work with dealing
with the problems that have been assessed, that sometimes can be more of a 
challenge actually ’ (10)
6.2:9.2_____Professional consultation
This theme was demonstrated by the following:
‘There might be a situation where one would ask for a consultation to help try and
resolve some of the issues if they were complicated and arising out of contact,  it
might be helpful to get some consultation where there are difficulties in resolving 
differences between the different agencies in relation to levels of contact and so on.’ 
(PI)
‘What you always want is some sort of help with making decisions, you know ‘do this, 
don’t do this’, but that’s very unrealistic! You would be just be looking for, sort of a 
likelihood, you know, there is a possibility that this would happen, then possibly just 
confirm what the likely dangers are, because then you can take it to your own risk
assessments and say, w e ll ’ (P11)
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6.3 Summary of Results
A diagram summarising the themes that emerged from the analysis of the transcripts 
can be seen overleaf in Figure One. It must be noted that whilst the diagram has a 
linear presentation, the themes are thought to be interconnected and mutually 
influencing. The relationships between the themes are considered in the discussion 
section.
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Large Scale Research - Discussion
7.0 Discussion 
7.0:1 Outline
A number of themes emerged from this qualitative study pertinent to gaining an 
understanding of the beliefs and assumptions that influence social workers regarding 
contact between children in permanent substitute care and their birth parents. The 
themes are now considered in relation to existing literature based on both qualitative 
and quantitative studies. As recommended by Charmaz (1995), new literature is also 
introduced where relevant to provide a contextual frame for the findings. 
Methodological issues pertinent to the study are then discussed, along with the clinical 
implications of the study and directions for future research.
7.1 Thenie 1: The interests of the child as paramount
The theme of the interests of the child as paramount emerged from all transcripts, and 
appeared to reflect a shared meaning for all participants. The emergence of this theme 
as the predominant meta theme is perhaps not that surprising when one considers that 
from its earliest beginnings, adoption legislation was designed to protect the “best 
interests of the child”, and as such, it is enshrined within the principles of the Children 
Act 1989 (DoH, 1991). It could therefore be conceived that this theme reflected the 
work context of social workers.
The two macro themes of personal and professional influences, and their relevant 
superordinate and subordinate themes were subsumed within the theme of the 
interests of the child as paramount (see Figure One on previous page). Similar to 
Harris' (1999) finding, not all of the subordinate themes were present in all interviews, 
and individuals were thought to place different emphasis on certain themes. Each of 
these themes are now discussed.
7.2 Theme 2: Personal influences
The theme of personal influences was a macro theme which encapsulated the two 
superordinate themes of empathy, and the impact of personal life experience. These 
superordinate themes were considered in the light of existing literature.
7.2:1 Empathy
There was a sense from participants that they saw having an awareness and 
understanding of clients’ feelings and emotions as a negative influence. It was perhaps
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unsurprising that the participants did not see empathy as having a positive influence, 
when one considers the literature that suggests contact can sometimes be a result of 
professionals’ desires to undo the pain of separation or because they themselves feel 
that they have failed the birth family. However, the 1985 Department of Health and 
Social Security summary of research entitled ‘Social work decisions in child care’, 
indicated that the qualities of social workers valued by clients included elements of 
empathy as defined by the participants in this study, such as having their feelings 
understood (Marsh, 1990). This discrepancy suggests that the service provided by 
social workers may be incongruent with the service desired by their clients. However, it 
must be borne in mind that the findings from these two studies may reflect the context 
within which the studies were carried out, as the Social Services research was carried 
out prior to the implementation of the Children Act 1989. Authors such as Marsh (1990) 
purported that the implementation of the Children Act would necessitate a change in 
role for social workers to one where they act as ‘consultant to the clients’ and as 
‘servant of the court’. It could be hypothesised that social workers may not believe that 
it is ‘professionally appropriate’ to have an awareness and understanding of clients’ 
feelings and emotions as a result of this. For example, they may think that this 
awareness and understanding may impinge on the decision making process, perhaps 
resulting in them facilitating contact arrangements to ‘undo the pain of separation’.
7.2:2 The impact of personal life experience
The majority of participants described having personal experiences that they drew on in 
their work. This is perhaps not surprising in considering a fundamental systemic 
concept that the actions that people take are influenced by the beliefs and ideas they 
hold. Such ideas and beliefs are likely to be shaped by previous experience. Harris 
(1999) found evidence for this in her study, where the guardian ad Litem group 
described personal experiences that both shaped and supported their views about 
relationships between parents and children.
The emergence of this theme appeared incongruent with the theme of empathy 
previously described. Whilst the participants tended to view having an awareness and 
understanding of clients’ feelings and emotions as a negative influence, they seemed 
to view having personal experiences that they drew on in their work as a positive 
influence.
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7.3 Theme 3: Professional influences
Exploration of this theme appeared to reflect a shared meaning for all participants in 
relation to the importance of involvement with, and the outcome of cases. Whilst the 
macro theme of professional influences appeared to reflect a shared meaning for all 
participants, the process of enactment appeared to vary between participants. Six 
superordinate themes emerged from the analysis which appeared to encapsulate the 
variation for the participants: flexible attitude towards contact; parental capacity; 
professional context; conflicts; responsibility for decision making, and; referral to child 
mental health services. Each of these superordinate themes will now be considered in 
the light of existing literature.
7.4 Theme 4: Flexible attitude towards contact
The theme of flexibility appeared to reflect the recommendations of the Adoption Law 
Review (DoH, 1992) that adoption law should facilitate more open arrangements where 
they are needed, and that in other cases, it must be possible for adoption to proceed 
with full confidentiality. Within the superordinate theme of the need for a flexible attitude 
towards contact, three subordinate themes were subsumed within it: the need for 
flexibility over time in relation to contact; flexibility with regards to form of contact, and; 
flexibility with regards to which parties were involved in contact.
7.4:1 Flexibility over time
The theme of flexibility over time reflected Lindsey’s (1995b) assertion that contact is 
not a static concept. Of particular salience within the theme of flexibility over time was 
an understanding amongst participants of children’s feelings, questions and ideas 
about their adoption being interwoven into the normal developmental phases of 
childhood. This view is supported by Lindsey (1995b) who highlighted the need for 
contact arrangements to take account of the changing needs of children, and Silin 
(1996) who illustrated how adoption is understood by children according to their 
developmental stages. Silin found that children understand their adoption stories 
according to their intellectual and emotional framework at any given age. For example, 
young children in her study focused on concrete elements that made sense to them, 
pre-school children added fantasy to fact in wishful thinking to what they were told, and 
school age children were capable of more abstract ideas and began to compose 
solutions to their questions about their birth relatives and the rationale for their adoptive 
placement.
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7.4:2 Flexibility regarding form and level of contact
Within the theme of flexibility regarding form and level of contact, participants 
highlighted the wide variety of contact types and levels in practice. Participants 
expressed flexibility in the type and level of contact, dependant on the case. This view 
lent support to Demick’s (1993) conclusions from her small exploratory study, that there 
was no support for believing a particular type or level of adoption is better or worse 
than another. Grotevant et al. (1994) carried out a study that examined the 
consequences of variations in levels of openness in adoption. In contrast, they found 
adoptive parents in open adoptions generally demonstrated higher levels of 
acknowledgement of the adoption, empathy toward the birthparents and their child, a 
stronger sense of permanence in the relationship with their child, and less fear that the 
birth mother might try to reclaim her child.
7.4:3 Flexibility regarding parties involved in contact
Participants highlighted the wide range of people that can be involved in contact, and 
again expressed that this must be flexible, dependant on the case. This finding was 
perhaps not that surprising in the context of one of the principles of the Children Act 
being that siblings should be placed together whenever possible, or at least to remain 
in regular contact. However, participants did not solely focus on birth relatives. This 
view is supported by Newman (1995) who emphasised that the notion of contact 
should not be restricted to blood ties, and that children may want to keep in touch with 
a wide range of people, such as a neighbour, school friend, teacher, foster family, or a 
previous social worker. Also, one of the participants suggested that children should not 
only continue to have contact with people, but highlighted the need for children to 
continue visiting places of particular significance for the child. •
7.5 Theme 5: Parental capacity
Harris (1999) found that the guardian ad Litems in her study saw parental capacity in 
terms of both sets of parents supporting one another as being important for successful 
contact. They stressed the importance for the new parent to feel a sense of entitlement, 
and the role of the birth parents in facilitating this. Participants in this study also 
highlighted parental capacity as being an important factor, but placed a different 
emphasis on it. This can be demonstrated by the emergence of two subordinate 
themes: the adoptive parents capacity, defined as their ability to understand the need 
for contact and sustain arrangements, and; the birth parents capacity, defined as their 
ability to support the permanency plan and sustain arrangements.
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Silin (1996) emphasised the role of the adoptive parents capacity to understand 
contact. She found that adoptive parents who were comfortable with their own feelings 
about the birthparent’s and the child’s specific history were more able to provide an 
atmosphere where the child felt valued when they asked questions or communicated 
fantasies about their story. This view was supported by participants, but a number also 
thought the adoptive parents should take the initiative with regards to contact 
arrangements, suggesting that if it required supervision, then the contact arrangements 
should be questioned as to whether they should take place at all. It was hypothesised 
that this may have been as a result of the resource implications on contact 
arrangements as demonstrated in section 7.6:3.
Concern was expressed in relation to the birth parents capacity to support the 
permanency plan and sustain arrangements. It seemed that participants thought some 
birth parents may have difficulties accepting the need for permanency, and as such 
may attempt to undermine the adoptive placement. This view is supported in the 
literature by authors such as Grotevant et al. (1994) who purport that conflicts between 
the competing goals of the adoptive and birth parents can have a detrimental effect 
upon the adoptive parents, and how connected they feel to their adoptive children.
7.6 Theme 6: Professional context
Within the superordinate theme of professional context, three subordinate themes were 
subsumed within it which appeared to encapsulate the variation in meaning for the 
participants: theoretical underpinnings and training; legislative duty, and; resources and 
practical considerations. These themes were considered in relation to the existing 
literature.
7.6:1 Theoretical underpinnings and training
Theoretical models such as attachment, systems, and identity appeared to play an 
important role in participants’ decision making. Attachment theory particularly appeared 
to offer a guiding theoretical framework common to all participants. These findings are 
supported by research such as Harris’ (1999) study that found expert professionals 
drew on similar theoretical models.
Whilst participants were able to name the importance of theoretical models in their 
work, they did not describe how the models influenced their decision making. Rather, 
the description of the models seemed very concrete, as illustrated in the results section 
(section 6.2:7.1). This, along with some participants being unable to name the
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theoretical models or frameworks they drew on in their work, was a surprising finding 
considering that social workers are required to justify with detail the actions they are 
recommending and subsequently carry out with regard to plans for contact between 
parents and children (Marsh, 1990). The embarrassment described by one of the 
participants at not being able to describe the models they used in their practice was 
thought to reflect the participants acknowledgement of the importance of this for their 
practice. This finding was supported by Newman’s (1995) assertion that despite the 
fact that there has recently been considerable research on contact arrangements, too 
many social workers remain ignorant of the findings.
7.6:2 Legislative duty
Participants appeared critical of the ways in which legislation could be misinterpreted 
due to a number of ambiguities inherent within it. A number of participants inferred the 
need for law reform to provide a coherent legislative framework within which to work, 
and to ensure that the needs of clients are more appropriately met. This view was 
supported by a number of authors such as Hughes (1995), Brown (1998) and Collier 
(1998), who emphasised the need for a review of the current legislative framework that 
governs this work. It could be hypothesised that if social workers had a sound 
theoretical basis for their work, it would facilitate the decision making process. 
However, it seemed that participants want legislation to state the criteria to be 
considered during this process, rather than look at the literature. It could be 
hypothesised that this was due to there do not being sufficient mechanisms in place, 
such as adequate supervision, to support this in practice at the present time.
7.6:3 Resource and practical considerations
A lack of resources, and the practical considerations of contact that must take place in 
light of insufficient resources was highlighted. Prior to the implementation of the 
Children Act, authors such as Marsh (1990) questioned whether adequate resources 
would be available to provide the services required to meet the requirements of the Act. 
Newman (1995) stated that contact can consume enormous resources, particularly in 
cases which are complex, and when contact has to be supervised. A study carried out 
by Gibson and Parsloe (1984) before the implementation of the Children Act concluded 
that whilst local authorities did recognise the value of access, a lack of adequate 
resources meant that contact was inadequately supported. Despite the growth of 
support services since the Children Act, such as family centres and contact centres, 
many participants in this study thought that the resources available to facilitate contact 
arrangements were inadequate. It seemed unlikely that this issue would not impinge on
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the decision making process regarding contact. This appeared to reflect a conflict for 
participants whereby despite having a fundamental belief that the child’s needs were 
paramount, the resources were not always available to support this. This aspect of the 
theme was seen to be inter-related to the theme of the adoptive parents capacity. 
Within this theme, a number of participants thought the adoptive parents should take 
the initiative with regards to contact arrangements. It was hypothesised that this may 
have been as a result of the resource implications of contact arrangements described 
above.
7.7 Theme 7: Conflicts
As previously discussed, the concept of partnership between families and services was 
central to the Children Act 1989 (Marsh, 1990). Participants highlighted the wide range 
of professionals involved in the work, and that conflict can arise when some individuals 
or subsystems have competing goals or needs. This was demonstrated by the 
emergence of two subordinate themes: professional conflicts, and hierarchies of 
opinion.
7.7:1 Professional conflicts
It emerged that there were a number of inter and intra professional conflicts salient to 
the participants. This finding was supported by Harris’ (1999) study which found that a 
strongly held view for participants in her study, particularly the guardian ad Litems, was 
that their views were often different to, and in conflict with, those of others. She found 
that the guardian ad Litems saw themselves as being in a different position to that of 
social workers and the local authority. Her rationale for this was that the local authority 
were working within a framework of child protection and statutory responsibility 
whereby they had the responsibility of implementing the legislative framework for 
contact, whilst ensuring the safety of children. However, the guardian ad Litems in 
Harris’ study saw themselves as representing the child’s voice in which they saw the 
child’s sense of identity as central. In light of this, it could be hypothesised that the inter 
and intra professional conflicts described by the social workers related to conflicting 
beliefs about what was most important in relation to the child’s best interest.
It must be borne in mind that whilst conflicts or tensions between different professionals 
are often conceived as being problematic, the open discussion of such conflicts are 
very important in terms of providing a ‘check and balance’ on the decision making 
process.
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7.7:2 Hierarchy of opinion
The theme ‘hierarchy of opinion’ related to the perceived power differentials between 
the different professions and family members involved. There was a sense that whilst 
contact arrangements should be made in the interests of the child, the views of birth 
parents are often seen to carry a lot of importance. This was supported by Kraft et al. 
(1985) who asserted that agencies advocating open adoptions put the needs of the 
birth parents above the needs of the adoptive parents and the child. However, this 
contrasted with Harris’ (1999) proposal that birth parents views are often the least 
powerful. Based on the findings of this study, it was hypothesised that this discrepancy 
was related to the social workers’ perception that birth parents views have greater 
significance, but that in reality they may not. Rather, the birth parents view may appear 
more salient due to the emotional significance for the professionals involved when a 
decision is made against the wishes of the birth parents.
7.8 Theme 8: Responsibility for decision making
It appeared that the participants in the study found it difficult, at times, to take 
responsibility for decisions regarding contact. Similarly, participants in Harris’ (1999) 
study described difficulties in making decisions regarding contact. It was hypothesised 
that these difficulties were related to an oven/vhelming sense of responsibility to ensure 
that the decision was right for the child. The difficulties faced by social workers in 
making decisions about contact was highlighted by Lindsey (1995b) in stating that they 
need “to strike a balance between the creation of a permanent placement for the child 
which will not be disrupted, and maintaining links with the original family” (p 49). She 
emphasised the complex set of interrelationships between the many systems involved 
in the decision making process.
Participants appeared to make attempts to share the responsibility for decision making. 
This view was supported by Newman (1995) who emphasised the need for contact 
arrangements to be the product of a collective agreement rather than a decision made 
by social workers and imposed on the participants. Newman (1995) suggested that it 
was simplistic to view partnership as only concerning the relationship between local 
authorities and families, and argued that for contact arrangements to be successful, 
there must always be effective partnership between social worker and child, social 
worker and family, social worker and foster carer, and between social worker and the 
local authority. He purported that effective contact was dependent upon effective 
partnership between local authorities, families, social workers, and support agencies.
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Hughes (1995) contention that the lack of definition and terminology in current 
legislation is in danger of leading to arrangements that in practice do not place the 
child’s interests at the centre of decision making demonstrated the need for working in 
partnership. The need for working in partnership between social services and other 
agencies was further highlighted by Free (1985) who emphasised the need for social 
workers and lawyers to work in collaboration. Her rationale for this related to the fact 
that the laws relating to children are many and various, and as such all the options 
need to be examined at this stage in order to arrive at the right way to proceed. Free 
(1985) highlights the role of social workers in setting the objectives, and that the lawyer 
should then find ways to legally achieve them.
7.9 Theme 9: The role of child mental health services
Over the past twenty five years the field of adoption has undergone a major change in 
focus due to both societal changes, and the evolution of child welfare policy and 
practice. The use of contraception and abortion coupled with greater societal 
acceptance of parenting by single mothers has resulted in many fewer infants being 
available for adoption. In addition, the numbers of maltreated children removed from 
their birth families and subsequently placed for adoption have greatly increased, 
resulting in an increase of children with difficulties who require placement, some of 
which are intrinsic to the child and their history, others that are pertinent to the adoptive 
family dynamics and circumstances (Smith e ta l, 1998).
Though there are mixed data on the percentage of adopted children seen in mental 
health settings because studies include both infant and older child adoptions, it is 
widely agreed that adoptees have a higher incidence of emotional problems than non­
adoptees (Wierzbicki, 1993). Such findings were supported by Smith et a/.’s (1998) 
study which highlighted the need for services for children and families beyond the 
finalisation of adoption. In light of this evidence, it is perhaps not very surprising that a 
superordinate theme related to the role of child mental health services in contact 
arrangements emerged with regard to the provision of therapeutic support for clients,* 
and professional consultation.
Lindsey (1995b) highlighted the clinical implications of the difficulties in decision 
making regarding contact, purporting that there are frequently conflicts of opinion within 
social work agencies regarding contact, which can sometimes paralyse the decision 
making process. These conflicts arise from differences in perspectives because of the 
workers’ roles, and personal and professional life experiences, or as a result of the
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agencies policies and resources. She purports that social workers and families often 
seek specialist help provided by child mental health services when there is a need to 
reassess adoptive placements, perhaps because of concerns expressed by the social 
worker, the parents or the child, about the quality of the parenting, or the child’s 
behaviour and progress. Lindsey (1995) suggests that having the opportunity to 
discuss these issues in a neutral setting and to recognise the origin of the conflicts is 
often valued.
7.10 Summary of themes
The themes were organised in a model that was grounded in the data (see Figure 
One). Whilst it did not appear possible to comment on a hierarchical structure of the 
themes, a sense that some of the themes had greater importance for the participants 
emerged (i.e., professional experience, conflicts and parental capacity). However, in 
the current climate of evidence based practice, one might have expected the theme of 
theoretical underpinnings to be more salient.
There was evidence of inter-relationships between some of the themes, for example, 
consultation from child mental health teams appeared to be inextricably linked to 
responsibility for decision making, particularly in relation to liaison with other 
professionals. Similarly, the theme ‘hierarchy of opinion’ appeared to relate to conflicts 
within and between professionals and agencies, which thus related to the theme of 
‘professional context’. It was hypothesised that these inter-relationships between the 
themes reflected the inter-relationships between the different systems of the adoptive 
‘pyramid’ described previously, i.e., the child, the birth family, the adoptive family, and 
the professionals involved. This lent support to Lindsey’s (1995) application of the 
systems model to contact, where she highlighted the recursive nature of the inter­
relationships between the differing systems involved.
Lindsey (1995) adapted Pearce and Cronen’s (1980) ‘co-ordinated management of 
meaning’ model to provide a systemic conceptual framework for contact. Lindsey’s 
(1995) interpretation of Pearce and Cronen’s model identified six levels of meaning- 
creating contexts that were seen to inter-relate with each other, resulting in meaning 
arising out of one level of context being affected by another in a recursive manner. 
Lindsey (1995) considered specific contexts that had a bearing on contact in relation to 
this model:
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1. socio-cultural norms (the ‘highest' context) -  which includes legislation and its 
manifestation as social service’s departments’ policies;
2. family myth -  the family derives its sense of identity from its shared images and the 
stories that portray those images. Thus the differences in family beliefs between the 
adoptive and birth parents will be important;
3. life scripts -  provide meaning for individual’s regarding his or her role. Thus 
professionals’ practice in relation to contact will be affected by their life experiences 
and training;
4. relationship -  specific relationships between people are contextualised by the 
levels described above, and can result in life scripts and family myths being 
modified.
5. episode -  refers to the repeated patterns of relating over time which make up the 
relationships, e.g., how, when and where the contact takes place, and;
6. content -  the content of the episodes that creates meaning in the interaction, i.e., 
the nature of the contact, which then in turn becomes the context for all the other 
contexts.
Lindsey’s figurative depiction of this model is shown in Figure Two. Lindsey (1995) 
suggested that the mutli-layered contexts may be in contradiction to one another at 
times, and that these contradictions may account for much of the confusion and conflict 
that surrounds contact.
Socio-cultural norms
Family myth
Life scripts
Relationship
Episode
Content
Figure Two: The co-ordinated management of meaning (Lindsev. 1995. p 38).
The application of this model to contact is further supported by Harris (1999) who 
demonstrated the inter-relationships between contexts for participants in her study. For 
example, participants in the ‘independent expert’ group demonstrated how their 
theoretical orientations were influenced by their professional training and personal
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experiences. Harris (1999) purported that the levels of context described above can be 
helpful in understanding how professionals’ beliefs organise their work. This finding lent 
support to the hypothesis that Pearce and Cronen’s (1980) model could be applied to 
the themes that emerged from this study regarding social workers’ beliefs:
1. socio-cultural norms -  the superordinate theme of ‘professional context’ related to 
this level, which includes legislation and its manifestation as social service’s 
departments’ policies;
2. family myth -  it was thought that a title of ‘professional myth’ may be more 
appropriate here, as the social workers would derive their sense of professional 
identity from the shared images and the stories that portray those images. It was 
hypothesised that the superordinate themes of ‘flexible attitude towards contact’, 
‘conflicts’, ‘responsibility for decision making’ and ‘the role of child mental health 
services’ reflected aspects of this level;
3. life scripts -  as social workers’ practice in relation to contact will be affected by their 
life experiences and their professional experiences of working with this client group, 
it was hypothesised that the theme of personal influences related to this level;
4. relationship -  if the specific relationships between people are contextualised by the 
levels described above, and can result in life scripts and professional myths being 
modified, the complex inter-relationships between the systems of the adoptive 
pyramid will be crucial to this level;
5. episode -  refers to the repeated patterns of relating over time which make up the 
relationships. Thus the contact with members of the adoptive pyramid would relate 
to this level, e.g., in the form of an assessment of ‘parental capacity’, network 
meetings, and so on;
6. content -  the content of the episodes that creates meaning in the interaction, e.g., 
the content of meetings and discussions with members of the adoptive pyramid 
regarding contact, which then in turn becomes the context for all the other contexts.
As purported by Lindsey (1995), the mutli-layered contexts in this model may be in 
contradiction to one another at times, as demonstrated by the incongruencies between 
and within some of the themes described previously. In light of Lindsey’s assertion, 
these contradictions may account for much of the confusion and conflict for social 
workers that surrounds decision making regarding contact between children in 
permanent substitute care and their birth relatives. The clinical implications of this 
model will be considered following a discussion of the methodological issues pertinent 
to the study.
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7.11 Discussion of methodological Issues 
7.11:1 Strengths of the work
This study achieved the aims outlined by Henwood and Pidgeon (1995) of building a 
taxonomy of features of a set of data and exploring a limited set of categories of 
relevance to the phenomena under investigation. The study also achieved its aims of 
exploring social workers’ views and experiences regarding contact between children in 
substitute care and their birth parents, and identified ways in which the social workers’ 
views and experiences of contact could be understood in relation to existing 
psychological theory. This was thought to be testament to the required openness and 
flexibility of the interviewing. The idiographic nature of the findings also had much 
relevance for clinical practice (see overleaf).
7.11:2 Limitations of the work
The generalisability of the results are limited by several aspects of the study. The 
impact of the researcher on the process of the research, the importance of respondent 
validation, and issues relating to the sample are now considered.
7.11:2.1 Impact of researcher on the process of research
Although not necessarily a weakness of the research. Smith (1997) suggested that 
attention must be paid to the perceived impact of the researcher on the generation of 
findings of qualitative research. One possible effect in this study was the interviewees 
perception of the researcher as an agent of the child mental health system. There may 
have been an expectation from participants that their interview responses would have 
been given in accordance with this. The salience of this issue was suggested by the 
fact that one of the participants thought that their interview had been influenced by their 
perception of the authors professional role and place of work. However, whilst another 
participant thought that their participation in the interview was influenced by the 
authors’ place of work but not professional role, she did not think that the content of the 
interview had been influenced by these factors, and the ten other participants did not 
think that their interview had been influenced either by their perception of the authors’ 
role or place of work.
7.11:2.2 Comment on respondent validation
The feedback from the subset of participants supported the face validity of the themes. 
They all thought that their views had been well represented. Thus, the audit process
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ensured that findings were grounded in the data, rather than being purely the 
researchers’ world view. This also emphasised Smith’s (1997) description of qualitative 
research as a dynamic interaction between the researcher and participant.
7.11:2.3 Comnnent on the sample
A possible limitation of the study which raises questions about it’s generalisability is the 
small number of participants. However, it must be borne in mind that the study was 
exploratory in nature, and that as the main aim of IPA is to capture how particular 
individuals perceive and respond to their experiences, the value of each case is 
highlighted. Despite the fact that the sample was highly selected, they remained varied 
in terms of age and length of time since qualifying. It was unfortunate that there was an 
unequal ratio of males to females in the sample. However, this was thought to reflect 
clinical reality, where there are more females within the social work profession than 
there are males.
A further source of error and bias in the sample related to all participants being in 
employment within the inner London area. However, one of the strengths of this study 
was that participants were drawn from nine different public and private agencies.
7-12 Clinical Implications and directions for future research
As with the participants in Harris’ (1999) study, the views of the participants in this 
study are central to decisions that are made about the lives of others in the context of 
contact between children in permanent substitute care and their birth relatives. Recent 
changes in legislation have created an important context for contact, but how the law is 
enacted appears to be influenced by the personal and professional experiences of the 
professionals involved. This study has contributed to the exploration of the central 
influences in this decision making process from a social work perspective.
The clinical implications of the findings from this study hold particular relevance to the 
role of the clinical psychologist in offering consultations to social work agencies. For 
example, at times when conflicts of opinion have paralysed the decision making 
process, the model derived from this study could be used to help social workers 
understand the origins of these conflicts. The model could therefore facilitate an 
educative process within which the conflicts and difficulties that arise out of decision 
making could be considered.
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When asked to reflect on the experience of the interview, several participants 
commented that it had made them reflect on their practice in relation to contact. One 
participant said that the interview had triggered them into thinking that they should be
doing more reading, and said in relation to this ‘ you’ve made me feel a bit guilty
actually’. These findings demonstrated the importance of ensuring that any research 
findings that hold relevance to social workers’ practice is assimilated into the 
profession. This was supported by participants who highlighted the role of research 
findings in facilitating good practice.
The findings from this study can be used to foster the development of more precise and 
relevant research questions to develop the knowledge base in this area. For example, 
participants highlighted the need for a coherent objective framework to guide the 
decision making process regarding contact between children in permanent substitute 
care and their birth relatives. The findings could contribute to further research to 
facilitate this by highlighting the important contextual factors that influence social 
workers’ decision making processes. The use of qualitative methods such as 
interpretative phenomenological analysis in this way is supported by Smith (1996).
Inevitably further research needs to be conducted that addresses some of the 
methodological limitations inherent within this study. For example, it would be important 
to explore social workers’ beliefs and influences regarding contact between children in 
permanent substitute care and their birth relatives for a larger sample of participants. It 
would also be imperative to explore the views of children, their birth relatives and 
substitute carers in relation to contact and how it is experienced, to ensure that the 
views of all members of the adoption pyramid are considered and understood.
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8.0 Conclusions
The study’s examination of social workers’ beliefs and influences in relation to contact 
between children in permanent substitute care and their birth relatives reveals the 
critical importance of individual professionals’ understandings in this area. This study 
highlighted the role of the complex inter-relationships between the different contexts 
and systems inherent within the adoptive pyramid, and demonstrated the application of 
systems theory in gaining an understanding of these aspects. It is apparent that the 
actions social workers take are influenced by the beliefs and ideas they hold about 
contact and its usefulness, their personal and professional experiences, and the 
children and families involved. If subjective meanings and understandings are guiding 
the decision making process regarding contact, it seems essential that more research 
is conducted to examine the relationship between understanding, action and 
experience in therapeutic contexts, and to consider how supposedly ‘professional’ 
reactions to contact arrangements are based on differing personal and professional 
understandings and preferences. A better understanding of what influences social 
workers when making decisions about contact may also help pave the way for new 
consultation approaches to assist in the decision making process in the future. Social 
workers may particularly welcome the development of a literature that reflects upon the 
personally demanding nature of this work, and systematically examines the 
idiosyncratic experiences of individual social workers working with children in 
permanent substitute care.
In conclusion, it is argued that this qualitative study of social workers’ beliefs and 
influences in relation to contact between children in permanent substitute care and their 
birth relatives makes three important contributions to current clinical and research 
literature. The findings of this study demonstrated: the multi-faceted nature of the 
decision making process regarding contact between children in permanent substitute 
care and their birth relatives; the importance of multiple meanings, and the impact of 
the understandings and experiences of social workers on the decision making process, 
and; that examining meaning in context, using qualitative research strategies, provides 
rich and clinically relevant data which may be helpful for professionals working in the 
field (Jarman, Smith and Walsh, 1997).
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Section 1: Introduction to the study
Thank you for agreeing to take part in this study. As you will know from the information I 
provided previously, my interest is in exploring Social Worker’s views about contact between 
children in substitute care and their birth parents. In particular, I am interested in what 
influences you in terms of your professional context, training and experiences in this area and 
the theoretical models you may draw on.
Section 2: Work context
1. Can you describe your work context and role within it to me?
2. Could you tell me at what stage of proceedings you become involved?
3. Who else is involved in doing this work with you?
4. How many of these assessments would you carry out, on average, a year?
Section 3: General questions re: Influences
1. Where would you put yourself on a line of being for or against contact?
2. What do you think influences people making assessments/decisions about contact?
3. Which of these things do you think influence you in particular, what do you draw on?
4. Could you outline for me how you approach an assessment?
5. How might your answer about contact be different if I was to ask you about other birth 
relatives?
Section 4: Themes
a) Theoretical models
1. What theoretical models/frameworks do you use in making assessments about contact?
2. What are the indicators for and against contact? What factors would you say are, or are not 
in the best interests of the child, or of the adults involved?
3. What arguments do you use?
4. What do you use in arguing for or against contact, other than theoretical ideas?
b) Past experience
1. From your experience of doing this work, what experiences or particular cases have been 
influential in your thinking about contact?
2. What aspects of decision making about contact challenge you the most?
3. What are your explanations atxjut this?
4. From your experience of doing this work, has supervision t)een influential in your thinking 
atx)ut contact?
c) Professional context
1. What other issues do you consider to be important when making decisions about contact?
2. What role does the views of others involved have on your position?
3. Does your position differ to that of your agency? If so in what ways?
4. What influences have changes in legislation had on your practise, if any?
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d) Referral to Child mental Health Services
1. Are there any factors that influence whether you refer cases to child mental health services?
2. What are your expectations of such services?
Section s: A case
1. Could you describe an interesting case that has puzzled you/caused you particular concern 
in this area?
2. What are the main issues for you?
Section 6: Ending and reflections on the Interview
1. Having discussed your views and current practise in relation to contact, is there anything • 
that is particularly striking to you?
2. If I were to ask you the question about your position in relation to contact again, what would 
your answer be?
3. Do you think that there are any personal experiences that influence you in this area and that 
you draw on?
4. Do you think that this inten/iew has been influenced in any way by your perception of my 
role and where I work?
5. Is there anything you would like to add?
6. I will be contacting some participants with a written summary of their inten/iews. Would you 
like to, or would you be prepared to discuss these issues further?
218
Appendix Three -  Invitation to Participate
Appendix Three: Invitation to Participate
Dear
Further to our telephone conversation yesterday, I am writing to provide you with further 
information regarding the research project we discussed.
I am a Psychologist in Clinical Training studying at the University of Surrey, and I am currently 
on placement in the Child and Family Department at the Tavistock Clinic. As part of my 
doctorate, I am carrying out a piece of research exploring Social Worker’s views in relation to 
contact between children in permanent substitute care and their birth parents. The research is 
being conducted in collaboration with the multi-disciplinary team working in the area of adoption 
and fostering at the Tavistock Clinic.
The research involves being inten/iewed by myself, Rachel James. The interview is designed to 
look at what influences Social Worker’s in relation to contact between children living in 
permanent substitute care and their birth parents. I shall be asking participants to describe 
aspects of their role in relation to these cases. I shall also be hoping to gain additional views 
about contact, and what in participant’s views, influences both themselves and others in 
reaching particular conclusions. I would also welcome hearing any additional ideas participants 
have not covered in the interview. The inten/iew will last between one and one and a half hours.
To facilitate the analysis of the data, the interviews will be audio-taped, and then transcribed. 
The tapes will be erased after they have been transcribed, and the transcripts will be destroyed 
once the research is completed. Any tapes, transcripts or notes relating to the interviews will be 
kept in a safe place whilst in the possession of the researcher. All infomriation provided by 
individual participants will be confidential. Whilst the information obtained in the study may be 
used in publication of the research, no names will be given.
As we discussed on the telephone, if yourself or other members of your team would like to take 
part in the study, I would be grateful if you could contact me at the Child and Family Department 
of the Tavistock Clinic on 0171 431 7111 ext. 2256, to arrange suitable times for me to come 
and interview those willing to participate.
Many thanks in advance for your co-operation in this research.
Yours sincerely.
Rachel James
Psychologist in Clinical Training.
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Appendix Four: Participant Information Sheet
Dear Participant
I am a Psychologist in Clinical Training at the University of Surrey, and am currently on 
placement at the Child and Family Department of the Tavistock Clinic. As part of my 
doctorate, I am carrying out a piece of research exploring Social Worker’s views in 
relation to contact between children in substitute care and their birth parents.
The research involves being interviewed by myself, Rachel James. The interview is 
designed to look at what influences you in relation to contact between children living in 
permanent substitute care and their birth parents. I shall be asking you to describe 
aspects of your role in relation to these cases. I shall also be hoping to gain your views 
about contact, and what in your view, influences both yourself and others in reaching 
particular conclusions. I would also welcome hearing any additional ideas you have not 
covered in the interview. The duration of the interview will be approximately one and a 
half hours.
To facilitate the analysis of the data, the interviews will be audio-taped, and then 
transcribed. The tapes will be erased after they have been transcribed, and the 
transcripts will be destroyed once the research is completed. Any tapes, transcripts or 
notes relating to the interviews will be kept in a safe place whilst in the possession of 
the researcher. All information provided by individual participants will be confidential. 
Whilst the information obtained in the study may be used in publication of the research, 
no names will be given.
If you have any concerns or problems regarding the study, please contact myself, 
Rachel James, Psychologist in Clinical Training, at the Child and Family Department of 
the Tavistock Clinic on 0171 431 7111 ext. 2256 (Tuesday to Friday), or at the 
University of Surrey on 01483 259441 (Mondays).
Many thanks in advance for your co-operation in this research.
Yours faithfully.
Rachel James
Psychologist in Clinical Training.
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Appendix Five: Consent Form
I , ______________________ have read and understood the information sheet which
describes this research, and I have been given a copy of this to keep. The nature and 
purpose of taking part in this research project have been explained to me and my 
queries have been satisfactorily been answered.
I have had enough time to consider and decide whether I wish to take part. I am 
entering this project of my own free will, and I understand that I can withdraw from this 
study at any time without giving a reason for so doing.
I give my consent to be interviewed and for the interviews to be audio-taped. I 
understand that these tapes will be erased after they have been transcribed, and that 
the transcripts will be destroyed once the research is completed. I understand that any 
tapes, transcripts or notes relating to what I have said will be kept in a safe place whilst 
in the possession of the researcher.
I understand that the information obtained may be used in publication of the research, 
in a way that ensures total anonymity of participants.
Signature ________________________  Date
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Appendix Six: Publication Consent Form
understand that the information obtained may be used in
publication of the research, in a way that ensures total anonymity of participants.
Signature ________________________  Date
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Appendix Seven: The Background Information Form
Please tick as appropriate:
1. Gender
Male □ Female □
2. Age
16-25 years 
46-55 years
□
□
26-35 years 
56-65 years
□
□
36-45 years □
66-75 years □
3. Ethnic Origin
Country of Birth
England □
Northern Ireland □
Scotland 
Irish Republic
□
□
Wales
Elsewhere
□
□
If elsewhere, please write in the present name of the country _____________________
Ethnic Group
If you are descended from more than one ethnic or racial group, please tick the group to which 
you consider you belong, or tick the ‘Any other ethnic group' ancestry, and describe in the 
space provided.
White □  Black-Caribbean □  Black-African
Black-other ~ Please describe _____________________  Indian
Pakistani □  Bangladeshi □  Chinese
Any other ethnic group ~ Please describe _____________________
□
□
□
4. Occupation
Please state:
Professional qualifications obtained: 
(include year obtained)
1)
2)
3)
Current occupation:
Length of time with current department
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Appendix Eight: Example Transcript 
Section 1: Introduction to the study
Thank-you for agreeing to take part in this study. As you wiii know from the information i 
provided previousiy, my interest is in exploring Social Worker’s views about contact 
between children in permanent substitute care (i.e., long term fostering/adoption) and 
their birth parents, in particular, i am interested in what influences you in terms of your 
professional context, training and experiences in this area and the theoretical models 
you may draw on.
1. Firstly, can you describe your work context and role within it to me?
Yes I can. My role here in this unit, is that of the adoption advisor. So i have not only 
responsibiiities here directly within the unit, but it is a departmental role. So it extends to dealing 
with social workers throughout the department who are involved in any aspects of adoption 
work, which of course wouid include thinking about contact after adoption for children and their 
birth parents.
2. Could you teii me at what stage of proceedings you become involved?
That is variable and I am not necessarily involved in every singie adoption case that would 
require thinking about contact. Because there are other senior members who are working here 
within the unit who might take on that responsibility, it isn’t seen oniy as my particular role. I 
would normally get to hear about them at some point, but I wouldn’t necessarily be the only 
person who would be thinking about that issue in relation to a particular case.
Could you teii me how these cases reach you, from whom, and so on?
Yes, what happens is that we have an adoption and fostering panel that meets here on a 
regular basis, twice a month. All children who are to be placed in a substitute family are 
presented to that panel, and once the panel has recommended them for adoption those cases 
are then ailocated to a social worker who Is working here in this unit. They are allocated for the 
purposes of family finding at that stage, but no child really can be allocated to a worker in the 
unit until they have been through the process of the panel. It is at that stage that we would then 
co-ordinate the family finding and that is probably when I, or another senior member of staff in 
the unit, would take responsibility for setting up the planning meetings. Obviously part of those 
planning meetings means a discussion about contact after placement and almost always I 
would say that the question of contact is considered at a very early stage. Primarily it is a duty 
upon us now as a result of the Children Act to consider what level, what quality and what sort of 
contact is to take place for children following placement. But also because in fact in practice 
here in Anytown we always had that as an issue to be discussed for each and every child as 
part of the whole profile of that child’s needs.
Before the Children’s Act came in?
Yes, it was certainly in practice here so it wasn’t a huge adjustment for this department when 
the Act was implemented.
Wouid the panel discuss contact issues?
Yes. The panel will very often have a view about contact, which is recorded in the minutes of 
the discussion, and obviously is paid intention to by the workers presenting the case, and 
sometimes it is a different view to that of the social worker concerned. The panel are not in a 
position to, in any way, instruct workers regarding contact, but they do have responsibiiity as a 
panel to consider the whole child and part of that discussion is nearly always Including views 
about contact. So that is recorded and paid attention to in any planning meetings that we would 
have following on from panel, so it is flagged up at a very early stage.
3. You have mentioned the children’s social worker, i was wondering who else was 
involved in doing this work with you?
I suppose the other person who is fairly crucial, we don’t always have this other person, is 
someone who would be separately seeing the birth parents. But because of lack of resources It 
is very often not possible to have allocated a worker to the child, and a separate worker for the 
birth parents. But if there were, and sometimes there is, but I have to say it is fairly exceptional 
rather than the rule, then of course we would include that worker in any discussions and
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thinking. The only other person professionally that we might include could be one of our 
lawyers. We automatically have a lawyer sitting on the panel, so they will have had a chance to 
put forward their legal perspective. But sometimes, if it is a complex case then we very often 
invite one of our lawyers to come along to one or two of our planning meetings so that we are 
clear what we can and can’t do. I can’t think of any other professional that would automatically 
be involved In those sorts of discussions. So it would be the child social worker and their team 
manager. It will be the foster parents who are currently caring for the child and it wouid be the 
foster parents’ link or iiaison social worker who is a member of this unit, and it wouid be the co­
ordinator here and a social worker from this unit who becomes the person responsible for 
finding the family for the child. So It Is approximately five or six as a working group.
4. How many of these assessments would you carry out, on average, a year?
That is quite a difficuit question to answer, because it wouldn’t necessarily be to do with the 
number of children we place each year that we finally place so I suppose between twenty to 
twenty five probably, but leading to final placement would be fewer than that number.
And how many would an average worker carry out?
As I was briefly explaining to you earlier, it remains the responsibility of the children’s worker 
actually. Because it is seen as part of what is right for that chiid and that family and there Is a 
sense that it Is a casework responsibility that belongs to that children’s worker and the team 
manager. It is quite a delicate balance sometimes to get that right, and it can result in conflict 
between the adoption staff and the district staff. So in answer to your question the children’s 
workers, would probably I don’t suppose they would be dealing with more than a dozen a year if 
that realty on their case load, whereas the adoption workers are likely to be involved in a greater 
number of cases because they wouldn’t only be concentrating on that one case for that 
particular worker
Section 3: General questions re: influences
1. Where would you put yourself on a line of being for or against contact?
I think given the experiences that I have had thus far, I am probably very much in the middle 
really and that really Is a result of the experiences that have logged up. Because it is rare i 
think that one can be absolutely sure of what will be right for that child. I think what I have 
teamed is that contact is not a finite thing and that it is something that you have to think about in 
terms of that child’s whole life rather that what is going to be right for this child in the first year of 
placement. You actually have to be much more flexible and imaginative than that. So for 
instance for some children it may be better that they don’t have contact for six months or a year, 
but as times goes on it may be they will then need to have some contact, but there are so many 
layers to it. So, I think in response to your question I would say that I am probably bang in the 
middle!
2. What do you think influences people making assessments/decisions about contact?
I think it is very hard, I think it is very painfui, very hard and there is a lot of confusion often, and 
uncertainty and difficulties in reaching what is felt to be a good position for the child. It Is such a 
huge responsibility in thinking about the child’s future and thinking about placing that child In a 
new family, that contact on top of that with the family of origin, is often almost impossible for 
social workers to consider. It is a matter that has to be considered, but I do think that probably 
workers would prefer not to have to think about It quite so seriously.
3. Which of these things do you think influence you in particular (what do you draw on)?
I think i certainly draw on theories of attachment. I have also drawn on WInnlcott I have been 
very interested in people for example Nancy Berierre who wrote The Primal Need. I am equally 
influenced by what I judge to be the capacity of the new family to make sense of, and tolerate, 
for themselves and the child, the contact with the birth family. In fact probably that for me that Is 
the most important issue, because I am very sure now, that unless the new family really can 
make sense of why a child needs to retain some contact, and can play a supporting role in that, 
and equally be able to deal with the painful aftermath for the child, then it is really very difficult 
indeed to set any kind of arrangement up. So that is what I would look at very carefully before 
considering that we can do this for the child.
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4. Could you outline for me how you approach an assessment?
The workers here in the unit and my role in particular, wouldn’t involve me in doing any kind of 
hands on assessment, our role here is to co-ordinate. By that I mean setting up planning 
meetings and we have several stages that we go through when planning for a child. But we 
really do subscribe to the child’s worker continuing to hold the responsibility. We see ourselves 
here in the unit which is often quite a delicate role to play, as holding a lot of experience, 
obviously. In relation to adoption work and offering advice and guidance and the opportunity to 
think that through very carefully. But it really is for the child’s workers to have included that in 
their assessment and why this child can’t remain in its family of origin, and why equally if not 
being able to remain, if it is important to retain some level of contact. So it Is very much for the 
child’s worker to consider that as part of their full assessment of that child’s needs.
5. How might your answer about contact be different if I was to ask you about other birth 
relatives?
Do you mean a child who was going to be placed for adoption but who would have contact with 
birth relatives other than a parent?
Yes
Yes we often have that. I mean its , Frequently we are including grandparents, siblings, an
aunt, an uncle, the concept of contact is not restricted to oniy birth parents at all. In fact, one is 
concentrating on where were the significant relationships for this child within that immediate and 
extended famiiy and very often we are talking perhaps about an older sister who really rather 
desperately needs to retain some contact and interest in her younger siblings perhaps.
Section 4: Themes
a) Theoretical models
1. Are there any particular theoretical modeis/frameworks you use in making 
assessments about contact?
I think, in a way that is partly why it is such a struggle because there is no actual criteria 
anywhere. I think as we have struggled along here in the department we have put together 
some criteria that we think is useful to consider. But it is actuaily left very much to peoples own 
thinking and for workers to fall back on resources and work that they believe In and understand.
I do think that is one of the difficulties actually, and that is what makes it so complex. Because 
at the moment there isn’t an absolute body of knowledge. There are many, many different 
perspectives and in a sense in all aspects of adoption if you talked to professionals, and talk to 
people, and talk to anybody about adoption, they have all got a view about adoption, every body 
has got a view about it, and everybody has got a view about whether contact should be 
maintained or no, so It does begin to be very complex Indeed once you open that up. But as far 
as I am aware there is no absolute body of knowledge. But I think most departments, most 
adoption agencies, begin to build up their own really, I think that’s what happens.
You mentioned earlier that you draw personally on attachment theory and Winnicott... 
Yes, if workers in a planning meeting are clearly struggling and are needing to - because we do 
expect them to have a view about whether or not contact should occur - then I would suggest 
that they do some reading around attachment theory, and think about that in relation to their 
particular child. I have found that the most useful way forward. But of course one doesn’t 
always know at what level individual social workers are, and we are dependent on their team 
managers to be supervising them on those matters, because it is not for us here to have that 
relationship with that worker. But it doesn’t mean you can’t influence!
3. What are the indicators for and against contact, in terms of factors in relation to the 
chiid and the adults involved?
I think in relation to children, factors that militate against, certainly where there Is a history of 
abuse, either physical or emotional, and where its really rather clear that children need to let go 
of the responsibility of their parent, so that you then have to be prepared really to take the 
decision making away from the child and that Is often very painful to do. But is often also very 
necessary to do. We know that children, who have been fairly systematically abused, become 
caught up in a cycle really. Although they need and wish to be rescued from that, often it is very 
difficult for them to let go of that parent, so the parental child I think, you have to work with very
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closely toward helping them to let go of that rather needy parent So I would always be on the 
alert for children who are in that sort of position. It isn’t a matter of saying that there can be no 
contact ever, but you reaily do have to think about the appropriateness of contact and indeed, 
whether it can be a face to face contact, or whether it would be much safer for every one 
involved to set up some sort of letter box scheme which we do frequently here. I think for adults 
there are many things that just do not allow continuing contact, but I suppose the thing that I 
would look for and be on the alert for very quickly Is where parents are just not agreeing to the 
placement for their child and are fighting to the nth degree to keep their chiid in spite o f...., so I 
suppose I am talking about parents with no insight and have probably neglected or abused their 
children, but who believe that they can maintain their role as a parent. I think that where there 
is a parent who is going to behave in that way it becomes impossible to try and set something 
up that has to be a co-operative arrangement involving mature adults. If it is going to be a 
parent who will only be feeding the child propaganda about retuming home. So I suppose it 
needs to be a parent where there is a level of acceptance about their own inabiiity to offer that 
child parenting. So it is obviously very painful indeed, but I certainly have had to make it very 
clear that we will not be in a position to make arrangements for ongoing contact where there 
have been parents who have been very hostile. Because it just would not prove to be a useful 
experience for the child, for the new family, or Indeed for the parent actually. So there have 
been times where we have had to say that no this is not going to be possible. The adopters are 
given an opportunity obviously to say whether or not they feel they can sustain such an 
arrangement, because again without their co-operation and agreement and understanding, it 
just isn’t going to work.
Are there any particular factors that you wouid consider being for contact?
it is pretty rare, I mean we have got one or two famiiies where it can work well. But I think that 
its, thinking about the families where that is happening I think it can only be productive if its an 
arrangement that can be almost held in a sense by the adoptive parents. My own view I think 
now, is that if it continues to require the involvement of social services, and a social worker to 
supervise, then somewhere there Is something missing in that dynamic, and the families where I 
know that it works well for everyone concerned, are the families who have been able to take 
charge of it for themselves, and who see it as an important aspect of their child’s life, and will 
therefore accommodate it. It Isn’t given an importance above all other matters for their child, but 
they will take responsibility for organising that on a regular basis, whatever the regularity is. And 
almost always too, it seems to me that it works rather better for every one concerned if the face 
to face contact can take place where the children are living. And somehow or the other, 
because it is the children’s territory and because obviously it is the adopters home, the adopters 
do take charge and the children feel safer and it is quite clear that the birth family is coming into 
their home, but there is a limit to the relationship too. I have always talked to families where I 
have set anything of that sort up about not just allowing it to have no end in sight, but actually to 
agree with the aduits concemed that yes, come and have tea with us, or come and spend the 
aftemoon with us, but at five o’clock we are going off to do something else. Because I think it is 
important for the children to know that they don’t have to go on for hours and hours and hours. I 
am also aware that its far better if it takes place where the children live, because it means that 
they actually can go off and do something else during that time if they need to, and come back 
again if they want to. It somehow feels much more natural. There are many families I know who 
wiil perhaps spend an aftemoon or a day out together somewhere, perhaps at the seaside, it 
reaily does depend on the family, but my experience Is that it works rather well if the adopters 
take charge of the contact.
5. What arguments do you use?
it always, always has to come down to this child’s individual needs. Now, actually the right of 
contact belongs to the child not the parent. In law, it actually belongs to the child, so if you look 
at it from the child perspective, when I talk about children here In this team, we are talking about 
children from the age of nought to at>out thirteen or twelve. So very often too, if a child is old 
enough and able enough to have their view then we would very carefully listen to that and take 
it into account. I think that here as social workers we have to equally be able to protect a child 
from their past, and sometimes that means us saying no to children, where they may want to be 
saying yes. I think what we would take into account of again I think I would go back to some of 
the attachment theories. I have certainly seen children who have been very anxiously attached 
indeed to their birth family who need help really to wean off, so that It isn’t a matter of saying no 
this isn’t going to be good, we can’t set something up, you need to plan that rather carefully. I
227
Appendix Eight -  Example Transcript
think if it is abundantly clear, that continuing to see their family of origin will be only be a burden 
for the child, then I think that we have to help that child to let go, and to know that their family is 
going to manage perfectly alright without them thank you very much, i guess where we have 
had parents who have injured their children, then we would think very carefully indeed, 
obviously, so that would militate against, but it doesn’t cancel it out necessarily, but it may not 
be something that we could set up on a face to face basis.
6. What do you use in arguing for or against contact, other than theoretical ideas?
Well, I think that I have probably already answered that in the last question.
b) Past experience
1. From your experience of doing this work, what experiences/particular cases have 
been influential in your thinking about contact?
I suppose those that have worked really, more than anything, and those that haven’t obviously. 
I think a bit as I said earlier, I am more aware now that it is much more likely to end up as a 
positive experience, and if a) the adopters are speaking from a position of strength and 
understanding for the reasons of contact, and they can absorb that into their child’s life, and are 
prepared to support the child and are also probably prepared to say - this Isn’t working for the 
child -, and to stand up and be counted really. Because I think in the early days when people 
were setting up contact, often there were adopters who would reluctantly agree to contact 
thinking that was the only way they were going to be able to get a child, but then in fact when
we would ......  , because it didn’t work very well, because really beneath that there was
resentment and you , I think you have to be somebody who doesn’t necessarily sit in
judgement but sees this as an important part of their child’s past, that needs to be held onto for 
the sake of the child but doesn’t need to be out of proportion really. I am fairly convinced that it 
is a iot for adopters to take on, but it probably only works fairly well if the adoptive family take 
the responsibility, which is quite something to ask families to do I think now.
2. What aspects of decision making about contact challenge you the most?
/ think often it’s the chiid’s social worker who doesn’t necessarily, this is not a criticism of these 
workers, but they often do not have the broad perspective and breadth of experience that we 
would have here In the unit about arrangements, and because they will have normally a fairly 
intense relationship with the chiid, and because they have been involved quite frequentiy in 
removing the child through court order, and because they then do not have, obviously, a very 
positive relationship with the family if origin, it is very difficulty for them to unravel all of that. So 
that we can be faced with talking in meetings about the need for this child to have some contact 
with a grandparent ora brother or a sister, much to the resistance of the child’s worker, and so I 
think I find those areas more challenging. I mean it can equally be the other way I have been 
presented by workers with a fait acompli, where they have been quite clear that there has to be 
some contact almost against all odds, and if you can’t find a famiiy who can’t include that, then 
that family is not good enough. But then it is teasing out with but why is it so important for this 
child to have contact - often It is to do with not being able to say they can’t or that it is not 
appropriate. So it’s the medals of pain and confusion I think for workers. This work is very 
emotive and non-stop. There are no easy answers, no magic answers, so you struggle all the 
time to get it right for each child and you know we here in the unit have to find a way of working 
with the district workers because we are working towards what is right for this child, and 
everybody again has a view about it.
3. What are your explanations about this?
VastI And complex, and they are often explanations that you go through time and again with 
different workers, I mean thinking about the sort of role I play here, very often workers will come 
at an earlier stage to me. In my role as an adoption advisor for example they’ll come because 
their team manager who is responsible for their supervision doesn’t have the experience, and 
because that is part of my departmental responsibilities they wiii come to talk just about contact 
and to think that through perhaps in a safer way than they can when it’s within a group. So I find 
myself you know quite often really working with social workers who haven’t done the work 
before or who find themselves really tom and are unable to find a quick answer, so it is a matter 
of giving that worker some time and space to take on the responsibility for making such 
important decisions.
228
Appendix Eight -  Example Transcript
4. From your experience of doing this work, has supervision been influential in your 
thinking about contact?
[Response deleted to protect participant’s confidentiality] End of side one.
Side Two
And then I mean I am not involved directly in supervision of the social workers in the districts, 
but, i am, part of my role is concentration about adoptions and I reguiarly do see sociai workers 
at all stages in their development But I’m usually very clear to try and stick to matters 
conceming adoption, and very often I would involve their team manager in that discussion too, 
because I think that is it important that the manager holds on to the work that is going on for that 
worker. I mean I don’t have the accountability for that worker, so it is important that they 
understand what needs to be considered, and iikewise with workers here in the unit who will 
regularly come and consult with me about matters of contact and adoption, as always... usually,
it is a very contentious issue It is, and I mean it isn’t that, I mean I think what we have to get
clear really, is that we don’t know, we don’t know what is right actually. We have some 
understanding in what can work for some chiidren, and obviously some Ideas about what needs 
to be put In place in order for it to work, but there really are no magic answers. There is some 
research that has been done now, but it would take the next thirty years for that to be helpfui in 
any way I think.
c) Professional context
1. What other issues do you consider to be important when making decisions about 
contact? Thinking about things such as resources, previous knowledge of local 
authority, parental health, age of chiid etc.
I think they are ail things that would be covered, I would hope in the planning meetings that we 
are having about chiidren. i mean I must say here in Anytown, over the years, we have worked 
fairly hard on producing procedures that will cover all the areas that we think are important to 
children’s health and development, emotionally and physically, contact now is part of that. So 
we would, as part of the thinking about contact, we would be thinking about all of those areas, 
because I think you have to, you have to actualiy to make it real. I can’t think about anything in 
particuiar.
2. What role does the views of others involved have on your position?
I mean obviousiy we will listen carefully to what people say, and certainly I do find that foster 
parents almost always have fairly clear understanding of what is helpful for a child, because 
quite often when children are being cared for and accommodated, they would have had 
continuing contact with the family so that foster parent have been in a position to observe for 
quite lengthy periods sometimes, and I am always keen to hear about what foster carers have 
to say about benefits or othen/\/ise of contact continuing after adoption. Obviously we must 
listen carefuliy to what the social worker Is saying, but it will depend on, you know, the level of 
understanding of that worker, it will depend on the relationship that they have with the child. It 
can sometimes be that foster parents have a much closer relationship with the children, and 
therefore the child would perhaps have talked to them in a way that it is just not possible for 
them to talk to the social worker who is an authority figure, and who has perhaps been involved 
with removing them from their family. Soit Isa much more difficult relationship I think. So I am 
always very interested to hear what foster parents have to say particularly.
3. Does your position differ to that of your agency? if so in what ways?
Sometimes, but no I don’t think so as a general overview. No, I don’t think it does, no.
4. What influences have changes in legislation had on your practise, if any?
As I said earlier we have always considered it. It Is an important factor to be thought about 
along with others in relation to children. We probably have, I mean it hasn’t meant any 
fundamental changes to us here, but we have probably emphasised it rather more since the 
changes in legislation. Frankly I think we have always given it a lot of consideration we might 
now be thinking in a much wider way perhaps than we might have done before, but 
fundamentally it hasn’t impacted on us greatly.
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d) Referral to Child Mental Health Services
1. Are there any factors that influence whether you refer cases to chiid mental health 
services?
In order to assist with contact you mean?
Yes
I mean yes I think in the early days we did do that rather more than we perhaps do now thinking 
that the answers may lay elsewhere, and sometimes it is helpful obviously to have a further 
assessment perhaps, in that parent and child so we would use our own in-house psychiatric 
services, usually. The difficulty arises of course, when the resources are not available when 
you need them, which is another story, but never the less is true. I mean my own view is that 
child mental health services could probably assist each and every piacenient really. If it were 
possible for children who were moving on to permanent placements, to have the opportunity to 
do more transitional work with perhaps a child psychotherapist, which would include areas of 
contact for the future. Now we don’t have that of course, but I think if we were ever able to have 
such a service, that that would probably cut out a lot of anxiety and a iot of thinking time that we 
need to find, just at the point when you are planning to move the child, and othenvise a lot of 
that work would have been done, and some infonnation available, that we often find we are 
having to scrabble around and get quickly rather than having given it some rather more careful 
thought. But that is perhaps something for the future.
2. What are your expectations of such services?
Nil! I mean my hope always is that we have that available, and I do I believe really quite firmly 
actually, that it could only assist in helping children to move from foster parents to their 
permanent home if it was possible to have somebody, and I am talking about somebody 
working with the child In a therapeutic sense, during that transition period. Because otherwise it 
seems to me that we ask children to deal with the most amazing things, you know letting go of 
their foster family whom they have probably been with for up to anything like two or three years, 
and forming a new attachment to the next famiiy without necessarily having the opportunity to 
try and deal some of that in their intemal world, let alone the extemal features. We expect them 
to begin that work once the move has occurred. I suppose the older I get and the more 
experience that one has, I think, if only it could be possible, because otherwise, you know, the 
crises occur one after the other at the very early stages of placement, and It would assist I am 
sure, the new families to have a clearer picture of these children’s needs, and their likely 
behavioural pattems and responses, and I sometimes feel that we do not equip adopters well 
enough. We expect them to do an amazing job and indeed to include the family of origin, it’s 
not only the child that we are asking them to rear. So that would be my wish and hope for the 
future.
Section 5: A case
1. Could you describe an interesting case that has puzzled you/caused you particuiar 
concern in this area?
[Response deleted to protect the client’s identity]
2. What are the main issues for you?
Well I mean It was because when the children moved to that family, that had been part of the 
agreement, and because this aunt was seen as an important figure within the extended family, 
and indeed was the link to other family members with whom the children had lost contact with, 
actually by having to then say “actually this relationship cannot continue in the way that we had 
set it up’’, gave rise to real problems. I mean it was never a court agreement, although the aunt 
could have put it into the court arena, but it meant having to work with her in quite a painfui way 
actually, and it meant that she had to revive some very painful memories of her own childhood, 
and experiences within that family, which I think she was working through with this elder girl and 
holding her responsible for breaking the family up, and the mothers subsequent death. So there 
was a tremendous amount to lay on this child. But It was very painful, very painful actually. But 
my concern actually was to support the adopters; they were the greater concern to me. I did do 
some work with the aunt but she wasn’t altogether co-operative, or able really, to face some of 
those issues. I did try to refer her on for some therapeutic help, but I don’t think she was ready
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for that really. That was tricky actuaily, thinking about it, and it was very early on. I’ve obviously 
put that to one side now.
Section 6: Ending and refiections on the interview
1. Having discussed your views and current practise in relation to contact, is there 
anything that is particularly striking to you?
No not any one area, I don’t think is particuiarly striking
2. if I were to ask you the question about your position in relation to contact again, what 
wouid your answer be?
Same as it was at the beginning, I mean I am constantly aware of the impossibility of absolute 
answers the minute we are presented with such a request. It doesn’t matter In a sense how 
much you have been Involved in these sorts of discussions previously, each time you look at it, 
it is a whole new set of considerations, as it should be actually because we are talking about 
individual children.
3. Do you think that there are any personal experiences that influence you in this area 
and that you draw on?
There are certainly some personal experiences that result in my doing this work. [Response 
deleted to protect participant’s identity]
4. Do you think that this interview has been influenced in any way by your perception of 
my role and where i work?
Probably, and because I have links myself with X, and I have found having access to the people 
and resources there extremely helpful with the work that I do. I probably responded positively 
when you telephoned because of who had put you In touch with me. So yes I am sure it has 
had an influence.
5. Is there anything you would like to add?
I don’t think so really. I mean. I do I think I have said several times already, I just think it is an 
area of work in relation to adoption and finding placements, that we don’t yet know and 
understand a lot about, and we do need to record what our experiences are with famiiies, and 
we do need as workers, to be, you know, very conscious of our own responses and feelings 
about what should and shouldn’t happen with families and perhaps take a moment just to stand 
back from that before pronouncing, because it is easy actually to pronounce and you can 
usually back that In some way or another. But it is probably more helpful to take a step back and 
have a moment to think about it and be prepared sometimes to say, “actually I don’t know for 
the moment, I need to go away and do some thinking maybe or do some talking to somebody”. 
But that’s not always easy to do in the climate that we work in.
6. i wiii be contacting ail participants with a written summary of their interviews. Wouid 
you like to, or wouid you be prepared to discuss these issues further?
Yes, indeed.
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Appendix Nine: Sampie of interview Summary and
Emergent Themes
Dear
Re: Study exploring contact between children in permanent substitute care
and their birth relatives.
Thank you again for meeting with me in February regarding the above research project.
I have now had a chance to do some preliminary analysis of the transcript of your 
interview. I am therefore writing, as agreed, with a summary of the themes that 
emerged from the analysis.
I thought the following themes held particular significance for you:
• The child’s needs as paramount
It was clear that you saw the child’s needs as paramount throughout the whole of the 
decision making process regarding contact. Within this, there was a sense that children 
need to be protected as a result of their previous experiences.
• The need for a flexible attitude regarding contact
I thought that you saw the need for flexibility in relation to both the type of contact, and 
who the contact was with. It also seemed that you saw the need to have a flexible view 
regarding contact over time, and that contact can, and should change in relation to the 
changing needs of the child(ren) involved.
• Personal influences
I gained a clear sense that there are a number of personal life experiences that you 
draw on in your work, and that also resulted in you doing this kind of work.
• Theoretical orientation
I gained a clear sense that you adopt a holistic perspective in assessing children’s 
needs, and it seemed that you particularly draw on attachment theories in your work.
• Professional context
Themes related to the professional context of your work seemed particularly salient. It 
seemed that contact has been of particular relevance to your work since before the 
implementation of the Children Act, but that the current lack of a formal framework 
regarding decision making about contact sometimes made it difficult to reach decisions.
• Competing goals/needs
I gained a clear sense that there are a number of competing goals and needs amongst 
different members of the system, both in terms of the families involved, and the 
professionals involved. It seemed that these competing goals sometimes made it 
difficult to reach decisions, and that this sometimes resulted in confusion and 
uncertainty with regards to decision making.
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• The importance of supervision
It seemed that you saw supervision as being crucial to your work, particularly in relation 
to the above theme of competing goals/needs.
• Referral of cases to child mental health teams
It seemed that you thought child mental health teams can both facilitate the decision 
making process, and can facilitate the process of transition for children experiencing a 
change of placement. However, it seemed that you thought there was a lack of 
resources in this area.
I would be most grateful if I could have a brief discussion with you over the telephone 
regarding your response to these findings. To this end, I will call you at the beginning of 
next week. However, if you do not wish to discuss these issues further, please feel free 
to leave a message to that effect on the above number.
Thank you again for your participation in the study.
Yours sincerely.
Rachel James,
Psychologist in Clinical Training.
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